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Mr. R. M. Cooper, Director 
Research, Planning & Development Board 
Columbia, S. C. 


Dear Mr. Cooper: 


It is a pleasure to present herewith to you and members of 
the Research, Planning and Development Board a report of the 
survey of the health facilities in South Carolina. 

The plan outlined for the integration of hospitals will afford 
communities a flexible service to meet their needs. 

In establishing area or community hospitals, population alone 
was not relied upon in the final determination of the hospital 
needs, rather the economic ability to support the hospital was 
more seriously considered in the recommendations for beds in 
the different localities. This is thought to be sound and provides 
an equitable distribution of hospitals in South Carolina. 

It is urged that an official agency be appointed promptly 
to carry on the program. 

It has been a pleasure to work with you and members of the 
Board, and we are grateful for the help extended by all de- 
partments of your organization. 


Sincerely yours 


W. N. WALTERS, Director 
Hospital Survey 
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LETTER OF TRANSMITTAL 
To His Excellency Governor J. Strom Thurmond: 


In compliance with an Act of the Legislature of 1946 the 
Research, Planning and Development Board respectfully sub- 
mits its survey as ordered by the Legislature to: 


(a) Make surveys of the location, size and character of all 
existing public and private (proprietary as well as non-profit) 


hospitals, health centers, and other related facilities in the 
State ; 


(b) Evaluate the sufficiency of such hospitals, health centers, 
and related facilities for furnishing adequate hospital, clinic 
and related services to all the people of the State; and 


(c) Compile such data and conclusions, together with a state- 
ment of new or expanded facilities necessary, in conjunction 
with existing structures, to supply such services. 


R. M. COOPER, Director 
Research, Planning and Development Board 
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FOREWORD 


Pursuant to an Act of the Legislature of 1946, the Research, 
Planning and Development Board of South Carolina presents 
herewith data concerning hospital and health centers of the 
State. 


In order best to serve the citizens of South Carolina the 
plan we present is designed for a flexible service which should 
be effective and acceptable to those who need and use it. Ad- 
justments should be made from time to time to meet the needs 
of any given area or the State as a whole. 

Further analysis should be made of the data presented, and 
after careful study recommendations made as to changes which 
might be for the best interest of the State. 

To the agencies responsible for promulgating hospital care it 
is thought that the recommendations and data in this report will 
serve as a guide and pattern for the most appropriate distribution 
of hospitals in the State. The concerted efforts of all interested 
forces in South Carolina should support this undertaking and 
lend their influence to effectuate an efficient and adequate system 
of hospital care for all our people. 


R. M. COOPER, Director 
Research, Planning & Development Board 


AUTHORS’ FOREWORD 


The Hospital Survey staff is acutely aware of the fact that 
this is not a perfect report. It is our sincere hope that readers 
will attribute most of the deficiencies to the necessity for get- 
ting the report completed in time for the 1947 meeting of the 
South Carolina General Assembly in order that this group may 
study it and enact necessary legislation providing for the State’s 
participation in the Federal Hospital Construction Program, as 
authorized by the 79th Congress of the United States. Time 
did not permit the testing of all conclusions as carefully as might 
be desired or presenting in minute detail the arguments for and 
against certain lines of action. It is felt, however, that the meth- 
ods used are sound, that the conclusions reached are reasonable, 
and that the interests of South Carolina will be better served by 
not further delaying the publication of the report, and that the 
report in its present form is more advantageous to the interests 
of the State than to delay the report which would not be avail- 
able until the 1948 Session of the General Assembly. 


The staff is grateful for the help and support of the follow- 
ing organizations: The American Medical Association, the 
American College of Surgeons, the American Hospital Associa- 
tion, The South Carolina Hospital Association, the South Caro- 
lina Nurses Association, the Collector of Internal Revenue, the 
United States Chamber of Commerce, the United States Public 
Health Service, the South Carolina Department of Health, the 
Medical College of the State of South Carolina, the Arkansas 
State Board of Health, the Arkansas Hospital and Health Sur- 
vey Advisory Committee, Clemson College, and the Michigan 
Hospital Survey. Valuable advice and assistance were also freely 
given by the hospital executives of South Carolina and by other 
individuals too numerous to mention by name. 


W. N. WALTERS 
C. B. FELLERS 
J. M. STEPP 
Columbia, S. C. 
April 1, 1947 
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Part | 


Study of Existing Hospital Facilities 


Chapter | 
INTRODUCTION 
Authorization For Study 

In 1945 the 79th Congress of the United States enacted Public 
Law No. 725, entitled “The Hospital Survey and Construction 
Act.” The purpose of this law was to encourage and assist the 
several States in making inventories of their existing hospitals, 
surveying the need for the construction of hospitals, and de- 
veloping construction programs designed to furnish adequate 
hospital, clinical and similar services to all of the people. Perti- 
nent provisions of this Act are contained in Appendix A. It may 
be summarized very briefly as follows: 

The Act authorized the appropriation of $3,000,000 in order 
to assist the States to survey their needs for hospitals and re- 
lated facilities and to develop programs for the construction of 
additional facilities. In order to qualify for a Federal grant for 
such survey and planning purposes, it was necessary that a 
State designate a single State agency to carry out the survey 
and planning functions. 

The Act further authorizes the appropriation of $75,000,000 
for each of the five fiscal years beginning July 1, 1946, in order 
to assist the States in the construction of public and non-profit 
hospitals, health centers, and other related facilities. In order 
to obtain such funds it is necessary that a State designate a single 
agency to administer or supervise the administration of the con- 
struction program. The various duties and responsibilities of 
these agencies are set forth in Appendix A. 

In order for South Carolina to participate in the Federal aid 
provided for by Public Law No. 725 two things are necessary. 
(1) There must be established a State agency to carry out the 
survey and planning phase of the program. (2) There must be 
enacted proper legislation for setting up an agency to formu- 
late and carry out actual construction of hospital facilities. 

In order to meet the first requirement noted in the preceding 
paragraph, the South Carolina General Assembly on March 21, 
1946, enacted legislation designating the Research, Planning and 
Development Board as the sole agency for South Carolina (a) 
to make surveys of the location, size and character of all ex- 
isting public and private (proprietary as well as non-profit) hos- 
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pitals, health centers and other related facilities in the State; 
(b) to evaluate the sufficiency of such hospitals, health centers 
and related facilities for furnishing adequate hospital, clinic, and 
related services to all the people of the State, and (c) to compile 
such data and conclusions, together with a statement of new or 
expanded facilities necessary, in conjunction with existing struc- 
tures, to supply such services. 

The Research, Planning and Development Board organized 
the Hospital Survey Division to carry out this study and make 
recommendations. Further legislation is necessary in order that 
South Carolina may participate in the actual construction pro- 
gram. 

Purpose of Study 

The purposes of the study were as follows: (1) To survey 
present hospitals and health centers and get as much detailed in- 
formation as is necessary for analyzing the adequacy of the fa- 
cilities now in use; (2) to analyze the effects of population, eco- 
nomic, geographic and other factors upon the demand for hos- 
pital service; (3) to ascertain the hospital needs for South 
Carolina; and (4) to draft a long-term plan designed to pro- 
vide an adequate system of coordinated hospital and health 
service facilities to serve every community in South Carolina. 


Method of Study 

Schedules prepared by the Commission on Hospital Care were 
used to take an inventory of existing facilities. These extensive 
schedules were distributed to the hospitals throughout the State. 
A short time thereafter four regional meetings of the hospital 
administrators and key personnel were held for the purpose of 
interpreting the questions in the schedule and explaining the 
importance of filling in the questionnaires accurately and com- 
pletely. Field workers were employed and sent out over the 
State to collect the schedules. 

Existing data on population, income, birth and death rates, 
travel distances, medical personnel, and related factors were ana- 
lyzed and related to the supply of, and demand for, the services 
of hospitals, and there was drawn up a plan for the systematic 
development of hospitals throughout the State. This plan pro- 
poses the development of fifteen hospital service areas, with 
further divisions into hospital communities, distributed in such 
a manner as to provide an adequate service to meet the needs 
of all the people in South Carolina. 
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Chapter II 
TYPES OF HOSPITALS AND THEIR FUNCTIONS 


The purpose of the hospital is to care for the sick and injured, 
to educate physicians, nurses and other technical personnel, and 
to carry on an educational program for preventing disease and 
promoting health. The necessary equipment and facilities should 
be available for the advancement of research and medical science. 


Hospitals may be classified according to ownership and control 
into two classes, (1) governmental and (2) non-governmental. 
Governmental hospitals include Federal, State, County and City 
hospitals. Non-governmental hospitals may be classified as either 
non-profit or proprietary institutions. Non-profit hospitals are 
the hospitals owned and controlled by churches, fraternal or- 
ganizations and non-profit associations. Proprietary hospitals are 
organized for profit and are owned and controlled by corpora- 
tions, individuals and partnerships. 


Each of these groups may be sub-classified according to the 
type of service rendered to patients, and may be designated as 
general and allied special hospitals for the acutely ill and special 
hospitals for tuberculosis and nervous and mental patients. 


Special Hospitals 
ALLIED SpectaL Hosprrats 


Allied special hospitals are so designated because they are al- 
lied to the general hospital in that the type of service these in- 
stitutions offer is also provided by. general hospitals. The differ- 
ence is that the allied special hospital provides only part of the 
services that are provided in the general hospital. For example, 
a general hospital and an orthopedic (special) hospital are alike 
in that both provide facilities for treating diseases of and in- 
juries to the bones. The difference lies in the fact that this is the 
only kind of service rendered by the orthopedic hospital, while 
the general hospital provides many other services. 


Oruer SpecraAL Hosprraus 


There are two major types of special hospitals other than 
allied special hospitals. These two, mental hospital and tubercu- 
losis hospitals, offer a type of care that is not usually found in 
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general hospitals. The length of stay of mental and tubercular 
patients is much longer than the average length of stay in gen- 
eral hospitals, the type of care needed is somewhat different, 
and these two types of special hospitals can be larger than gen- 
eral hospitals without sacrificing quality of service or operating 
efficiency. 


Functions of the General Hospital 


The general hospital should be considered an institution which 
is adequately equipped and efficiently staffed so that patients 
with ordinary illnesses may receive adequate attention. Even 
with this broad definition, special consideration of function 
must be given to the difference in the capacity for providing ade- 
quate service among large and small hospitals. The size of the 
hospital will determine the manner in which it is organized to 
provide service for specific types of illness. 


Some of the larger institutions render a comprehensive serv- 
ice, but many of them and most of the smaller institutions still 
fail to provide various types of service and to admit certain types 
of patients. In order to establish a complete and well rounded 
program to meet the needs of the people, thought must be given 
to the manner in which general hospitals can and should expand 
their functions in the most effective and economical manner to 
meet that need. 


The State and the communities have a definite responsibility 
in seeing that the necessary facilities are available as a means 
of keeping the people well or restoring lost health. This responsi- 
bility should extend to all classes of people, to the indigent, and 
to the person of moderate income who does not want to accept 
charity, but, who, if he were required to pay for all the services 
required for diagnosis, would probably be compelled to do with- 
out some of the services because of his inability to pay for them. 
The wealthy man is willing and able to pay for his needs and 
desires. So far as it is possible adequate hospital and health fa- 
cilities should be made available by the community for all of its 
citizens. 

The first consideration of the hospital is the patient, and to 
give to him the best possible care and service. It is necessary 
that the hospital have the technical equipment and the educa- 
tional facilities for training physicians, nurses, and other per- 
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sonnel. It is not such a problem for the large hospital to have 
such a program, but for the small hospital it would be difficult. 
Therefore, the smaller hospitals not having the necessary edu- 
cational facilities must depend upon, and have an arrangement 
with, the larger hospitals for consultation and advisory service. 
The services in hospitals should not be limited to the diagnosis 
and treatment of in-bed patients. There should be cooperation 
with the Department of Health in prevention of disease and 
the promotion of health. The Health Department is concerned 
with the health of the community, the hospital is concerned with 
the health of the individual patient. There is need for, and there 
should be, a closer cooperation between the Health Department 
and hospitals. 

It is not practical or financially sound for the small hospital 
to attempt to carry on research. This service must be carried on 
in the large hospitals affiliated with a medical school, where the 
necessary facilities are available and the finances are ample. How- 
ever, the medical staffs of these small hospitals can contribute 
to medical science by keeping accurate clinical records of their 
patients. This would enable any member of the staff to report 
his experience on any unusual case or cases coming under clinical 
observation, and to report the reaction to new drugs of patients 
suffering from specific diseases. If observations of this nature 
were carried on in all hospitals, it would be of great value to the 
teaching hospital in furthering its activities in research. 


Conragious DIsEASEs 


The hospital survey in South Carolina revealed that no hos- 
pitals were set aside or designated as contagious disease hos- 
pitals, and it is not recommended that this type of hospital be 
built. The larger hospitals throughout the State are coping with 
this type of illness in a very satisfactory manner by having 
isolation quarters. Methods for the control of contagious diseases 
have improved, and there is less demand for such hospitals. How- 
ever, the hospital of 50 beds or more should make provision for 
handling some isolation cases, thereby saving the patient from 
being treated at home or being transported a great distance to 
a medical center or to one of the larger hospitals which are 
equipped for this type of service. During epidemics wards or 
units may be set aside for the emergency, and when such an 
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emergency is over the beds may be reverted to normal use. This 
will cause the hospital to have fewer idle beds. 


TUBERCULOSIS 


General hospitals as a rule refuse admission to patients af- 
flicted with pulmonary tuberculosis and insist upon removal of 
the patient whenever the diagnostic study discloses the presence 
of the disease. It would be well for the larger hospitals to pro- 
vide a few beds for this type of patient for further study and 
treatment. General hospitals could materially assist in the cam- 
paign for the further reduction or eradication of the disease by 
providing routine radiological examination of the chest of all 
patients upon admission. 


Nervous AND Menrau PATIENTS 


Many general hospitals make no provision for psychiatric pa- 
tients. Hospitals of 100 beds or over should provide some fa- 
cilities for patients who might develop short episodes of mental 
disturbance. It is generally conceded that more can be done for 
the patient in the very early stages of mental illness than when 
the disease has progressed to an advanced state. 


Curonic Disease PATIENTS 


These patients differ little from the patient afflicted with 
acute illness. The difference is in the amount of service they re- 
quire, and in their average length of stay. A general hospital 
should make provisions to take care of a limited number of these 
patients, thereby rendering a more comprehensive service to its 
community. No hospitals in South Carolina have beds set aside 
for this type of service. 


SprciraL Activities oF Hosprraus 


The general hospital has many roles in the community. It 
should be the focal point for all types of medical practice, there- 
by affording to the medical profession an opportunity to or- 
ganize in such a way that the benefit of group action will work to 
the advantage of both the patient and doctor. This would tend 
to conserve personnel and expensive equipment. Some method 
ean be worked out for the common use by all physicians of the 
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personnel and equipment of the community hospital, thus elimi- 
nating duplication and expense. If physicians, hospitals, and 
Health Departments integrate their facilities into a coordinated 
program, a much improved service to the public would be as- 
sured, and it might be at a lower cost. 


OUTPATIENT SERVICE 


The medical profession and the hospitals have a definite re- 
sponsibility to a community in providing some medical care, 
regardless of the individual’s ability to pay. The hospital not 
only must care for in-bed patients who are admitted for diag- 
nosis and treatment, but it must also care for the large group of 
patients who are not confined to bed. The physicians with limited 
diagnostic equipment and facilities should refer patients to the 
hospital for special diagnostic services. These patients are called 
out-patients. A good outpatient department in the hospital is 
essential, Eighteen general hospitals out of sixty-one for the 
State have organized outpatient departments, 


Mepricau Socrat Service in Hosprrats 


To diagnose a patient’s condition properly, the physician 
should know his state of mind, his economic, domestic and work- 
ing status, and religious and recreational life, all of which have 
a direct bearing on his physical and mental health. The medical 
social service department in the hospital provides this type of 
information, and it is the duty of this department to obtain 
and apply such understanding of the patient as will enable the 
hospital, physician and other agencies concerned to treat his ill- 
ness more effectively. This department should be concerned with 
the condition and attitude of the patient before he enters the 
hospital, during his stay, and then after he leaves the hospital. 
A complete follow-up of long drawn out cases is a good ex- 
ample of medical social work. Medical social service depart- 
ments have become highly organized and utilized in hospitals 
over the nation. Hospitals in South Carolina have lagged far 
behind in offering this service to the sick of the State. There is 
a definite need for medical social service in all general hospitals 
in South Carolina. Three hospitals out of sixty-one have this serv- 
ice available, 
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DentAu CLINICS 

In recent years the importance of caring for the teeth has 
been stressed. Schools, clubs and other organizations have been 
an influence in organizing an increased number of dental clinics. 
However, South Carolina is wholly lacking in dental service to 
the indigent or near indigent. Out of sixty-one general hos- 
pitals in the State, only eight hospitals have dental clinics. 


PrpraTric SERVICE 

A segregated service is essential for the treatment and guid- 
ance of children. They are undergoing growth and other changes 
and they require special attention and special services. Nutrition 
and surroundings play an important part in their treatment, Too 
few hospitals provide for this service in their over-all planning. 
Only nineteen of South Carolina’s general hospitals have fa- 
cilities for pediatrics, and some of these are inadequate. 


PuysicaL THERAPY 

Every approved hospital should have an efficient physical 
therapy department, It is very effective in orthopedic work and 
should play a major part in the treatment of outpatients suf- 
fering from sore and stiffened muscles and tendons, and in the 
treatment of broken bones. South Carolina has eight hospitals 
with organized physical therapy departments. There is an ur- 
gent need for development of this service in the hospitals in 
the State. 


Dietary DrparTMENT oF Hosprrats 

This is one of the most important departments in the treat- 
ment of disease. Food and diet are important in the prevention 
and care of disease. The patient must learn his diet in order to 
carry it out when he returns home. Therefore, a properly planned 
diet in the treatment of disease becomes especially important to 
the patient. This department must carry on an educational pro- 
gram for the benefit of the patients. This requires a properly 
trained dietitian who will be able to interpret and carry out the 
orders of the physician in the treatment of diseases requiring 
special diets. Sixteen general hospitals out of the sixty-one for 
the State have registered dietitians in charge of the dietary de- 
partment. In view of the importance of the functions of this 
department, it is urged that hospitals improve their services by 
obtaining registered dietitians as rapidly as possible. 
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Chapter III 
STANDARDS OF HOSPITAL SERVICE 
Minimum Requirements 


Good standards must be maintained in all hospitals to give 
an effective and acceptable service. The yardstick by which 
hospitals are judged is an approved program by The American 
College of Surgeons prescribing certain minimum requirements: 


1. A modern physical plant, free from hazards and properly 
equipped for the comfort and scientific care of the patient. 


2. Clearly stated constitutions, by-laws, rules, and regula- 
tions setting forth organization, duties, responsibilities, and 
relations. 


3. A carefully selected governing board having complete and 
supreme authority for the management of the institution. 


4, A competent, well trained executive officer or administra- 
tor with authority and responsibility to carry out the poli- 
cies of the institution as authorized by the governing board. 


5. An adequate number of efficient personnel, properly or- 
ganized and under competent supervision. 


6. An organized medical staff of ethical, competent physic- 
ians for the efficient care of the patients and for carrying 
out the professional policies of the hospital, subject to the 
approval of the governing board. 


7. Adequate diagnostic and therapeutic facilities with ef- 
ficient technical service under competent medical supervision. 


8. Accurate and complete medical records, promptly written 
and filed in an accessible manner so as to be available for 
study, reference, follow-up, and research. 


9. Group conferences of the administrative staff and of the 
medical staff to review regularly and thoroughly their re- 
spective activities in order to keep the service and the scien- 
tific work on the highest plane of efficiency. 


10. A humanitarian attitude in which the best care of the 
patient is always the primary consideration. 
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Comparison of South Carolina Hospitals 
With 
Minimum Standards American College of Surgeons 


There are seventy-eight general, allied, and special hospitals 
in South Carolina. Of this number only twenty-three, or twenty- 
nine per cent, of the hospitals were fully approved by the Ameri- 
can College of Surgeons in 1946. 


The physical plant of a hospital should be fire-proof, and 
every precaution should be taken for the safety of the patient. 
In planning a hospital, service for the patients, and convenience 
for the doctors and nurses should be paramount. Efficiency and 
economy in the operation and maintenance of the building, to- 
gether with a flexible design for units of service, and for the 
grouping of rooms for special purposes, are important. Ample 
space should be set apart for administration, operating rooms, 
delivery rooms, dietary department, emergency room, record 
room, store rooms, laundry, nursery, engineering department, 
out-patient department and diagnostic facilities. Accomodations 
for patients should be ample, and composed of private rooms, 
semi-private rooms, and small wards. Rooms and halls should 
have an abundance of fresh air and sunshine. The personnel’s 
time and energy should be considered in the construction of a hos- 
pital, as well as a pleasant and convenient working condition. 


TABLE 1—TYPE OF CONSTRUCTION OF HOSPITALS IN 
SOUTH CAROLINA, 1945 


Exterior Type of Interior Type 

Construction No. of Hosp. of Construction No. of Hosp. 
DICE OF SHOEI ition 49 FIRE TRCRESUIVE coc ccacicccsectecececvcciaes 27 
Stucco, Veneer Brick or Stone..14 Non-Fire Resistive .................... 51 
Pree io 15 Petal uit. acetal 21.4 78 
OP Alcea a 78 


Table 1 discloses only 27 hospitals out of the 78 are fire re- 
sistive. Fifteen of the 78 hospitals are of frame construction. The 
majority of the hospitals in South Carolina do not meet the 
minimum requirements of the American College of Surgeons. 
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A HOSPITAL LICENSING LAW 


A hospital licensing law is essential to the standardization of 
hospitals. Hospitals are public service institutions and as such 
should be of the highest type—life and death cannot be trifled 
with. Unsanitary conditions, inadequate equipment, insufficient 
qualified personnel for the safety of patients, and many other 
undesirable conditions are found in many hospitals. These con- 


ditions might influence the recovery of patients and jeopardize 
their health. 


Over-crowded conditions should not be permitted by the hos- 
pital authorities, especially so in frame buildings which con- 
stitute a fire hazard. Some hospitals do not have the necessary 
equipment or diagnostic facilities for the adequate treatment of 
cases involved. Nor have they established good standards for 
personnel qualifications. These facts and others deserve considera- 
tion of licensing hospitals. 


The need for such a law is evident and the passage of such 
a law would provide for the establishment and enforcement of 
basic standards for the care and treatment of patients in hos- 
pitals and similar institutions providing medical and nursing 
care. The law would provide also for the establishment and en- 
forcement of basic standards for the construction, maintenance 
and operation of such hospitals. 


All hospitals in the State should be licensed, where organized 
facilities are offered for the diagnosis and treatment of persons 
suffering from illness, injury or deformity, or where obstetrical 
or other care is rendered over a period of 24 hours. 


All hospitals should be given a reasonable time to comply with 
the rules, regulations and minimum standards of the state law. 
After a reasonable time is given to hospitals and, if conditions 
still exist upon inspection which are detrimental to the health 
and safety of patients and personnel, such hospital should be re- 
fused a license to operate until the conditions are remedied. 
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Chapter IV 
EXISTING HOSPITAL FACILITIES IN SOUTH CAROLINA 


An endeavor was made to obtain a comprehensive inventory 
of the existing hospital facilities. For this purpose the “Schedule 
of Information” was used which had been prepared by the Com- 
mission on Hospital Care. This Schedule was designed to furnish 
all data essential to the analysis of a hospital and its capacity 
for service. 


In order to obtain a complete inventory of existing hospital 
facilities in the State, information was secured from the seventy- 
eight institutions providing “in-bed” medical care to the general 
public. The following types of institutions were excluded: 


1. All federal hospitals (Army, Navy, public health services, 
etc.) 


2. Institutions providing service to special group of beneficiar- 
ies, such as college infirmaries, hospitals in prisons, institu- 
tions for the blind and deaf, etc. 


3. All institutions which primarily provide custodial or dom- 
iciliary care. 


All data submitted pertained to either the calendar year of 
1945 or the hospital’s fiscal year ending 1946. 


The following tables and discussions present some of the “high- 
lights” of the inventory at the State level. Much more informa- 
tion is available in the schedules which will be particularly use- 
ful in evaluating the existing service in the local hospitals, com- 
munities and districts of the State. 


TABLE 2.—DISTRIBUTION OF HOSPITAL FACILITIES BY TYPE OF HOSPITAL 
SOUTH CAROLINA, 1945 


NUMBER PER CENT 
Beds Beds Beds Beds 
Type of Hospital Hospitals Normal Complement* Hospitals Normal Complement* 
AVENE) oa ccasmvanabons 61 4484 4646 78.2 46.0 39.9 
Allied Special ......... 8 339 339 10.3 3.5 2.9 
Nervous & Mental ..... 3 4028 5840 3.8 41.3 50.2 
Tuberculosis ........... 6 903 817 1.7 9.2 7.0 
WIL cas sarees sventseus.s 78 9754 11,642 100.0 100.0 100.0 


* The term ‘“‘Complement” is used to denote the number of beds which were actually set 
up and in use at the time the survey was made. “Normal” is used to denote the number 
: or gt which the various hospitals were built or the number of beds which normally 
shou e in use. 
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General Hospitals are the institutions that do not limit their 
admissions to certain special types of illness. More than three- 
fourths of the hospitals in South Carolina were general hospitals. 
They contained, however, only 39.9 per cent of the total beds. 


Allied Special Hospitals are those which limit admissions for 
one reason or another to certain types of cases. They are allied 
to the general hospitals because the types of patients which are 
admitted to them are also usually admitted to general hospitals. 
Included in this group of eight hospitals were: 


1 venereal disease hospital 

3 orthopedic hospitals 

1 eye, ear, nose and throat hospital 
1 maternity home 

1 urology hospital 

1 alcoholic hospital 


In this group there was 10.3 per cent of the hospitals contain- 
ing 2.9 per cent of the total beds for the State. 


Nervous and Mental Hospitals, as the name implies, provide 
facilities for the care and treatment of those patients afflicted 
with nervous and mental diseases. Only 3.8 per cent of South 
Carolina’s hospitals were operated especially for nervous and 
mental patients. These few institutions, on the other hand, ac- 
counted for slightly more than one-half of the total hospital 
beds for the State. 


Tuberculosis Hospitals make available facilities for the treat- 
ment of tubercular patients. Seven and seven-tenths per cent of 
the hospitals in the State were for tubercular patients, These in- 
stitutions constituted 7 per cent of the total beds. There were no 
chronic and convalescent institutions in the State. 


TABLE 3.—DISTRIBUTION OF GENERAL HOSPITAL FACILITIES BY OWNERSHIP, 
SOUTH CAROLINA, 1945 


NUMBER PER CENT 
Beds Beds Beds Beds 
Type of Hospital Hospitals Normal Complement Hospitals Normal Complement 
UH-REQHE” sCicelasdccss 32 2492 2585 52.5 55.6 55.6 
Prapeletaryis 6 6 o4c6del. 14 288 288 22.9 6.4 6.2 
Governmental ......... 15 1704 1773 24.6 38.0 38.2 
WRGB Hoge 0 depen deo nee 61 4484 4646 100.0 100.0 100.0 


The survey revealed 61 general hospitals in South Carolina 
with a normal bed capacity of 4484 beds. This constitutes a ratio 
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of 2.5 beds per 1000 population based upon estimated 1943 civil- 
ian population. The proprietary general hospitals represented 
22.9 per cent of the total, but the number of beds which they 
contained is only 6.2 per cent of the total. More than fifty per 
cent of the general hospitals in the State were operated by non- 
profit organizations. 


TABLE 4.—DISTRIBUTION OF GENERAL HOSPITAL FACILITIES BY SIZE OF 
INSTITUTION, SOUTH CAROLINA, 1945 


NUMBER bi PER CENT 

Beds Beds Beds Beds 
Size Hospitals Normal Complement Hospitals Normal Complement 
Under 25 beds ......... 15 221 221 24.6 4.9 4.8 
tere ee ae 15 518 526 24.6 11.6 11.3 
BO C099! 54a vereage ys 20 1290 1352 32.8 28.7 29.1 
BOO OD 280 visas eeeeny 7 944 975 11.5 21,1 21.0 
BO BOD seo seins ses 4 1511 1572 6.5 33.7 33.8 
POUL | Fiedi kab eae loan + 61 4484 4646 100.0 100.0 100.0 


Fifteen, or 24.6 per cent, of the 61 general hospitals in South 
Carolina have less than 25 beds, which accounts for only 4.7 
per cent of the total number of general hospital beds. Eleven of 
these small hospitals are proprietary in ownership. The four 
hospitals in the size group 250 to 499 beds accounted for only 
6.5 per cent of the total hospitals, but they accounted for 33.8 
per cent of the total number of general hospital beds. 


TABLE 5.—NUMBER OF BEDS (COMPLEMENT*) IN GENERAL HOSPITALS BY 
OWNERSHIP AND SIZE, SOUTH CAROLINA, 1945 


Less than Average 
Type of Ownership Total 25 beds 25-49 50-99 100-249 250-499 Size 
Non-Profit’ <.i0<ese08) 2585 81 263 905 843 493 81 
PUTO so ccacns oh ce vas 603 be 92 165 346 ts 15 
Association .........s6 1982 81 171 740 497 493 83 
PYODCICUALy sist ccs coe. 288 140 25 123 es rs 21 
Ind. oF Parts: wv sindidss: 278 130 25 123 - = 23 
OOPporation soars. sce es 10 10 BS “ SB er 5 
Government .........- 1773 “< 238 324 132 1079 118 
OOUMEY: eiicsecisvSuesineas 1220 a 212 258 fe 750 111 
Oly Sawiiaws th ewe vhleee 553 its 26 66 132 329 138 
i RS re ny ere 4646 221 526 1352 975 1572 76 


* The term ‘‘Complement” is used to denote the number of beds which were actually set 
up and used at the time the survey was made. 


** Number of beds divided by number of hospitals. 

The average size of governmental hospitals tended to be much 
larger than any other group. The proprietary hospitals had the 
largest proportion of beds in the small hospitals (under 25 
beds). More general hospital beds (33.8%) were in hospitals that 
range in size from 250 to 499 beds. Of the 1572 beds in this size 
group, 68.6 per cent or 1079, were in governmental hospitals. 
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TABLE 6.—SELECTED DATA ON THE OPERATION OF GENERAL HOSPITALS BY 
CONTROL, SOUTH CAROLINA, 1945 


Average 
Admissions Daily Census Births Deaths 
Control No. Per Cent No. -PerCent No. Per Cent No. Per Cent 
Nore Pront. ic. diccs ove 79,908 56.1 1738 55.6 12,251 59.3 2578 55.4 
Proprietary ......... 9,540 6.7 148 4.7 1,139 5.5 114 2.5 
Governmental ....... 53,061 37.2 1243 39.7 7,286 35.2 1961 42.1 
WRRAD Wi via scceceaens 142,509 100.0 3129 100.0 20,676 100.0 4653 100.0 


In 1945, 142,509 patients, or 8 per cent of the total popula- 
tion, were admitted to the general hospitals in South Carolina. 
On a given day in South Carolina about 3,129 persons were in 
general hospitals. In 1945, 20,676 births, or 40 per cent of the 
total births registered in the State, occurred in the general hos- 
pitals. Twenty-seven per cent of the total number of deaths in 
1945 occurred in general hospitals. 


TABLE 7.—SELECTED DATA ON THE OPERATIONS OF GENERAL HOSPITALS BY SIZE, 
SOUTH CAROLINA, 1945 


Average 
Size (Beds) Admissions Daily Census Births Deaths 
No. Per Cent No. PerCent No. PerCent No. Per Cent 


6 1012 4.9 116 2.5 


3 
REECE REET TEE 17,152 12.0 281 9.0 2297 11.1 506 10.9 
DE on ccsin tive esas 47,950 33.6 895 28.6 7126 34.5 1378 29.6 
See ctecthas vances 33,280 23.4 173 24.7 5238 25.3 1161 24.9 
BREAD esc evacecesese 39,132 27.5 1066 34.1 5003 24.2 1492 32.1 
TORRE iis vec ecasices ; 100.0 3129 100.0 20,676 100.0 4653 100.0 


There was quite a variation in the distribution of beds (‘Table 
4) in comparison with the percentage of admissions by hospitals 
of different sizes. Hospitals having under 25 beds and hospitals 
with more than 250 beds had a smaller percentage of admissions 
than their percentage of beds (Table 4). Although the large 
hospitals (250 to 499 beds) had 27.5 per cent of the total ad- 
missions, they reported 34.1 per cent of all patients in general 
hospitals on an average day. These figures indicate that the 
length of stay of their patients is longer. 


Hospitals of 250 or more beds reported 32.1 per cent of the 
total deaths while the small hospitals (under 50 bed capacity) 
reported only 13.4 per cent. This would indicate that the more 
serious cases are treated in the larger hospitals and in many 
cases are probably referred from the smaller institutions. This 
is not true with regard to births. The smaller hospitals had 
a higher percentage of the total births than the percentage of. 
deaths. 


24 


TABLE 8.—OCCUPANCY OF GENERAL HOSPITALS BY SIZE AND CONTROL, 
SOUTH CAROLINA, 1945 


Per Cent* of Beds Occupied by Type of Control 


Size (Beds) All Types Non-Profiit Proprietary Governmental 
Under 0655 Sensis cs eerie es 51 50 52 as 
25. to 49 ... aie nee 53 85 51 
50 to 99 66 68 44 70 
100 to 249 79 78 Sie 89 
250° to 499 .. 68 59 he 72 
CAT LEBS Stes vies ens Gaede eeee ze 67 67 51 70 


* Patient days divided by the number of beds (multiplied by 365). 

Table 8 denotes the fact that the average utilization of an in- 
dividual hospital (per cent of occupany) varies according to 
the size of the institution. The reason for the smaller percentage 
occupancy in hospitals having more than 250 beds is that several 
of the hospitals had closed some wings and floors in the hospitals 
because of a shortage of trained personnel, professional and 
technical. Proprietary hospitals do not appear to follow the ob- 
served tendency as do the non-profit and government institu- 
tions. Non-profit and governmental hospitals are used to a greater 
extent (higher average occupancy) than are proprietary institu- 
tions. 


TABLE 9.—DEATHS IN GENERAL HOSPITALS BY CONTROL, SOUTH CAROLINA, 1945 


* DEATHS 
Number of Rate Per 
Type of Control Admissions Number 100 Admissions 
Non-Profit ..... 2578 3.2 
Proprietary .. 5 114 1.2 
Governmental ‘1 1961 3.7 
TOADS caicaseo Gb spss cin 4653 3.3 


There was a death rate of 3.3 per cent among the 142,509 pa- 
tients admitted to South Carolina’s general hospitals in 1945. 
The rate varied from 1.2 per cent in proprietary hospitals to 
3.7 in governmental general hospitals. The governmental hos- 
pitals care for a higher percentage of the more serious illnesses, 
which accounts, at least in part, for their high mortality rate. 

TABLE 10.—DEATH RATES IN HOSPITALS BY CONTROL, TYPE AND SIZE, 
SOUTH CAROLINA, 1945 
Deaths Per 100 Admissions, by Control 
Type & Size Total Non-Profit Proprietary Governmental 


All Hospitals t( Tata), 7 3.056 siss« she eswmoins 3.6 3.2 med 4.6 
RGETIGIUL. cok avarice shieelse c cteN teh oc oeeece eh ebes 3.3 3.2 1.2 3.7 
ANAC 26. MGGBS sachet sivryes.s aint dee swwarcanehs 2.3 5.7 me = 
PERO AU cops Sh Oc eve We Te Cb ee eee CORT TCE S Ce 3.0 3.1 0.3 3.8 
BUG 90 ch suciaiseh-«anccad bax eiiens sale bea ae 2.9 2.8 2.1 3.2 
BUG 0! BAG CCA Ys Core ee EEE be o¥ UD SST ON UTE Nae 3.5 3.2 - 4.8 
250 ta 499: os wiveinres e's ce sb dts sibs gale’. o.iy oe tanits 3.8 4.2 as 3.7 
AACE MOV OCIAL Wee vec eu cees Vee bee ses bits 0.07 0.2 0.1 0 
Nervous. Senta oo sssen5 occas seems uta 19.8 sia 3.3 20.5 
EADEVCMIOMIN O54 le de4se THRATN eae te dR Sable 28.1 * 3 28.0 


* Withheld to avoid disclosure of information about specific hospitals. 
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In 1945, 5,345 deaths occurred in South Carolina’s hospitals. 
This represented 31.2 per cent of the total number of deaths 
registered in the State. Eighty-seven per cent of the hospital 
deaths occurred in general hospitals. 


Generally speaking, the mortality rate in general hospitals in- 
creased as the size of the hospital increased. It is also interesting 
to note the relatively high mortality rate in nervous and mental 
and tuberculosis hospitals. In most instances the patient’s stay 
is much longer and the illnesses treated in these hospitals are 
quite different from those treated in general hospitals. 


TABLE 11.—PER DIEM COST IN HOSPITALS BY TYPE, SOUTH CAROLINA, 1945 
(67 Hospitals Reported) 


Type of Patient Days of Hospitals 

Hospitals Reporting Expense Total Expense Per Diem Cost 
ia winch asincinancisien dateie s-e 1,100,755 $6,901, 248.19 6.27 
Aled Special is... scias's dea vo ldie tien « 27,939 175,380.07 6.28 
Nervous and Mental ............. 2,101,492 2,181,062.13 1.04 

PRD OROUIORIGy fos «Exe Euisidc i Hee «Ss 252,563 726,725.00 2.88 
UMNO RONDE cidaccmecccscticwcce ss 3,482,749 9, 257,690.39 2.66 


There is a wide differential between the $1.04 cost per patient 
day of service in nervous and mental hospitals and the $6.27 
in general hospitals. The general and allied special hospitals 
offer more services for the patient, and this explains in part the 
difference in the cost per patient by the type of hospital. The 
illnesses treated in nervous and mental and tuberculosis hospitals 
are such that do not require the comprehensive service that is 
given in the general and allied hospitals. Table 11 gives a quick 
comparison of cost per patient per day and at the same time 
makes available a comparison of total service rendered by various 
hospitals in South Carolina in 1945. 


TABLE 12.—INCOME AND EXPENSES OF GENERAL HOSPITALS BY OWNERSHIP, 
SOUTH CAROLINA, 1945 


INCOME EXPENSES 

—_— ES _ Patient Days 
Type of Per Per of Hospital 
Ownership Total Patient Day Total Patient Day Reporting 
DOME TONG . cesevsesescece $4,301,274.39 6.84 $3,872,517.64 6.16 628,674 
BYOPPICIRIT i csc ce csisewe 106,509.45 7.53 623.57 6.72 18,399 
Governmental .........+. 3,082,000.10 6.79 2,905,106.98 6.40 453,682 
bio ee seer errr ee ae $7,521, 783.94 6.83 $6,901, 248.19 6.27 1,100,755 


The figures in this table represent 53 general hospitals which reported both income and 
expense. There were eight general hospitals that did not report income and expense. Of 
these eight hospitals six are proprietary in ownership; the other two are non-profit. 


As an average, non-profit hospitals spent $6.16, proprietary 
hospitals $6.72, and governmental hospitals spent $6.40 a day 
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to care for an individual patient. The governmental hospitals 
made the least profit (income over expenses) from the individual 
patient. The average profit from the individual patient for all 
types of hospitals in the State was 56 cents per patient day of 
service. 


TABLE 13.—INCOME AND EXPENSES OF GENERAL HOSPITALS BY SIZE, 
SOUTH CAROLINA, 1945* 


INCOME EXPENSES 
———__—C——_ Patient Days 

Per Per of Hospitals 
Size Groups (Beds) Total Patient Day Total Patient Day Reporting 
MURAL 9. vic cee bessasagaey $141,129.77 4,24 $134,278.95 4.04 33,274 
Ee, RS ane eRe ee 591,426.67 6.62 540,906. 6.06 89, 
TIBI la Miata ge ls 2,085,685. 6.79 1, 946,123.52 6.34 306,949 
BUN FOV B40 < Cds Wiaionte ts 1,937,116.26 6.86 1,689,809.59 5.99 282,1 
RU AOD cc Geek ka pabe nel 2,766, 426.04 711 2,590,130.06 6.66 389,083 
SEBtG: LOUAL vines ones duane $7,521, 783.94 6.83 $6,901, 248.19 6.27 1,100,755 


*53 Hospitals reporting; see footnote, Table 12. 


Among hospitals of different sizes, there is a rather wide varia- 
tion in cost of operation, as represented by expenses per patient 
per day. In the smaller institutions, there are more personnel 
without professional training employed, and there are fewer 
employees per patient. This would partially account for the 
lower cost in operation. The service in small hospitals is not as 
comprehensive as it is in the larger hospitals, thereby decreasing 
the cost of operation for the smaller hospitals. 


TABLE 14.—FULL-TIME PAID PERSONNEL EMPLOYED IN HOSPITALS, BY TYPE, 
SOUTH CAROLINA, 1945 


TOTAL NUMBER 


Nurs. Grad. Student Practical Nurses’ Aid 
Type Personnel Personnel Nurses Nurses Nurses & Attendanst 
General ........ ert ne 4637 2327 ' 731 1122 170 304 
Allied Special ......c.00- 121 65 21 0 18 26 
Publeealasis, ice sy veiw ieee 362 108 63 0 9 36 
Nervous & Mental ....... 850 440 6 368 
Total for State: askin sis 5970 2940 865 1138 203 734 

—__———— NUMBER PER PATIENT* 

CONGPE  seivssisicbnss aye 1.482 744 234 309 -054 .097 
Allied Special ...... AP paliet Ari i ¢ 546 -176 0 151 218 
Tuberculosis ........0. ar) 156 -091 0 -013 -052 
Nervous & Mental ....... .148 076 -009 -003 -001 064 
TOtAl TOF StAte cs eneccers -616 303 -089 117 021 .076 


* Based on average daily census, 


There were 5,970 full time paid employees working in South 
Carolina’s hospitals in 1945. Nursing personnel constituted 49 per 
cent of the total number of employees. The general hospitals 
had the most personnel per patient (1.482) and the nervous and 
mental institutions the smallest number (0.148). The general 
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hospital, because of the varied and complex cases handled, and 
the technical equipment needed for the proper diagnosis, would 
of necessity require a greater number of personnel, including 
trained nurses, per patient, than would the nervous and mental 
or the tuberculosis hospitals. 


TABLE 15.—FULL-TIME PERSONNEL EMPLOYED IN GENERAL HOSPITALS BY SIZE, 
SOUTH CAROLINA, 1945 


TOTAL NUMBER 


Nurs. Grad. Student Practical Nurses’ Aid 
Size Personnel Personnel Nurses Nurses Nurses & Attendants 
Under 25 65 28 0 20 17 
25 to 49 181 0 51 37 
50 to 99 649 272 195 92 90 
100 to 249 591 125 402 7 57 
250 to 499 841 213 525 0 103 
Total 2327 170 304 

NUMBER PER PATIENT* - 

Under 25 570 246 0 175 149 
25 to 49. 644 331 0 181 132 
TN Te ai ria dead are 1.299 -725 304 218 101 
MEE EO eer ccies ketes -765 162 520 009 074 
Se Wt A er es oe 1.765 -789 -200 492 0 097 
UME Gee ecadicisocedoeens 1.482 744 234 359 054 097 


* Based on average daily census. 


Nursing personnel constituted 50 per cent of the 4637 full 
time employees in general hospitals. Table 15 shows that as the 
hospital increased in size there were more personnel per pa- 
tient. This is understandable when one considers the hospital 
from a service standpoint; the larger the hospital, the more com- 
plex and complicated becomes the service. Another notable fea- 
ture of Table 15 is the high ratio of nurses’ aides and practical 
nurses in the small hospitals under 25 beds. This demonstrates 
clearly that from an economical standpoint the cost of the small 
hospital for service comparable to that of the larger hospital 
would be prohibitive. 


TABLE 16.—BEDS (COMPLEMENT*) FOR NEGROES BY TYPE OF HOSPITAL, 
SOUTH CAROLINA, 1945 


Per Cent 
Type Total Beds Beds for Negroes Beds for Negroes 
MIGUENE SOECARe Sea ccececdcdédacecceveee ecacceve: Seas 1169 25 
IRE PIB ed Sockets aigectesacecneeees 339 6 3 
USCEIOMIE TA Aud aun boc bck deeles ececcedecesns 817 354 43 
Nervous and Mental ..... SS RS ore eocee DOAN 2264 39 
PROUD SV iWase votes cedCistees Davatevachktetsleeess 11,642 3793 33 


* The term “complement” is used to denote the number of beds which were actually set 
up and in use at the time the survey was made. 


The survey revealed that 33 per cent of the total number of 
hospital beds in the State are negroes, In 1940, negroes con- 
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stituted 43 per cent of the total population for the State of South 
Carolina. It is reasonable to assume the need for negro hospital 
beds will increase as the purchasing power of the negro increases. 


FIGURE I—BEDS IN USE IN RELATION TO NORMAL BED 
CAPACITY BY TYPE OF HOSPITAL, 
SOUTH CAROLINA, 1945 


TYPE OF PER CENT BED COMPLEMENT OF NORMAL BED CAPACITY 
HOSPITAL 10 20 30 40 50 60 70 80 90 100 110 120 130 140 150 
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The nervous and mental institutions were more overcrowded 
(bed complement was 45 per cent above the normal bed ca- 
pacity) than the general hospitals. The general hospitals were 
using 4 per cent more beds in 1945 than the hospitals were 
originally designed to accommodate. The allied and special hos- 
pitals had the same number of beds in use as their normal bed 
capacity. The tuberculosis hospitals’ normal bed capacity exceed- 
ed the number of beds in use because in some tuberculosis hos- 
pitals separate units had not been equipped with beds, or units 
had been closed and reported as not being in existence. 


29 


Part Il 


An Integrated Hospital Plan For 
South Carolina 
Chapter V 
GENERAL HOSPITALS 
Delineation of Hospital Areas 


Districr AREAS 


A hospital has been appropriately defined as an agency in 
which the medical resources of the community are mobilized 
and implemented. 


At the present there is no organized plan of hospitals in the 
State which would expedite the transfer of patients from clinics 
and small hospitals to larger hospitals for complete diagnoses. 
There is a definite need for an integration of hospitals in the 
State to provide the best medical care for the people. 


In order to establish a coordinated hospital system through- 
out the State, fifteen district hospital service areas were deline- 
ated in the State (See Figure IT). In delineating hospital service 
areas, population distribution, natural geographic boundaries, 
transportation and trade patterns were taken into consideration. 
Existing trading area boundaries were followed insofar as it 
was practicable. Political boundaries or county lines had to be 
followed in order to finance hospitals from county funds. It 
would have been very difficult to allocate funds to a hospital 
if the county was divided between two service areas. 


Pickens County is an example of a county being in more than 
one trading area. It would have been impractical to divide 
Pickens County between two hospital service areas because of 
the complications of financing hospitals from county funds. 


The hospital service area had to be large enough to support 
at least one general hospital which would have a capacity of 
one hundred or more beds and would be suitable for use in an 
area for which the district hospital could adequately provide 
special services which smaller community hospitals can not afford 
to maintain. 
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FIGURE II—DELINEATION OF HOSPITAL SERVICE AREAS AND 
CLASSIFICATION OF HOSPITAL COMMUNITIES, 
SOUTH CAROLINA 
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The Florence district hospital service area is composed of 
four counties. Although the Florence trading area is larger, it 
was felt that the hospital service area is as large as the district 
hospital can adequately provide special services for patients and 
other hospitals in the service area. 


Hosprrat COMMUNITIES 


For purposes of this study a hospital community is an area 
which because of the size of population needs hospitals of 50 
or more beds. As a general rule smaller hospitals are not recom- 
mended. 

The fifteen district hospital service areas were divided into 
thirty-seven hospital communities (See Figure II). In delineat- 
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ing the hospital communities the county lines were followed 
again because of financing the hospitals from county funds. The 
hospital communities were determined on the basis of popula- 
tion, distances from other hospitals, highways and geographic 
or other natural barriers. 


Classification of Hospital Communities 


Under Public Law 725, hospital communities have been classi- 
fied as base, intermediate, or rural areas (See Figure II). The 
definitions for the various classifications of areas as defined in 
Public Law 725 are given below. 


Base AREA 


Shall be any area which is so designated by the State Agency 
and has the following characteristics: (1) Irrespective of the 
population of the area, it shall contain a teaching hospital of a 
medical school whose undergraduate medical program is ap- 
proved by the American Medical Association’s Council on Medi- 
cal Education and Hospitals. This hospital shall be suitable for 
use as a base hospital in a coordinated hospital system within 
the State. (2) The area shall contain a total population of at 
least 100,000 and at least one general hospital which has a com- 
plement of 200 or more beds for general use. This hospital shall 
be registered with the American Medical Association and ap- 
proved by the American College of Surgeons, approved resi- 
dencies in two or more specialties, as defined by the American 
Medical Association, and approved internship shall be provided 
by this hospital. The hospital shall be suitable for use as a base 
hospital in a coordinated hospital system within the State. 


INTERMEDIATE AREA 


Shall be any area so designated by the State Agency which: 
(1) Has a total population of at least 25,000 and (2) contains 
or will contain on completion of the hospital construction pro- 
gram under the State plan, at least one general hospital which 
has a complement of 100 or more beds and which would be suit- 
able for use as a district hospital in a coordinated hospital sys- 
tem within the State. 
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Ruraut AREA 


Shall be any area so designated by the State Agency which 
constitutes a unit, no part of which has been included in a base 
or intermediate area. The Surgeon General, with the approval 
of the Federal Hospital Council, and the administrator pre- 
scribe the general method or methods by which such beds shall 
be distributed among base, intermediate and rural areas: Pro- 
vided, however, that the total of such beds for any State shall 
not exceed four and one-half per 1000 population, except states 
having less than twelve and more than six persons per square 
mile. South Carolina has more than twelve persons per square 
mile. The illustration below gives the distribution of beds in 
the three areas. 


TABLE 17.—BED RATIO ALLOWED BY PUBLIC LAW 725 


Beds per 100 Population 


Number of People Ratio of Base Intermediate Rural 
per Square Mile State Area Area Area 
NZAONE HOVER, wnepiparears < Sepucding son cama’ 4.5 4.5 4.0 2.5 


For example, rural areas having a population of 20,000 (2.5 
x 20,000) will have 50 beds for the area. 

Intermediate areas, having a population of 25,000 (4 x 25,000) 
will have 100 beds for the area. 

The examples above disclose the beds the Federal Government 
will help finance, and does not prohibit any area from exceed- 
ing the ratio for the area providing the justification for the ex- 
cess meets the approval of the State Agency and the Surgeon 
General. 


Method of Estimating General Hospital Requirements 
Purpose AND LIMITATIONS 


Since additions to hospitals cannot conveniently be made year 
by year as the population grows and as the demand for hospitali- 
zation increases, it is desirable that needs be anticipated before 
they arise and provision be made to meet them. In this study, 
therefore, an attempt has been made to arrive at a reasonably 
sound estimate of what the population of South Carolina may 
be expected to be ten years from the time of this report and the 
extent to which this population will wish to use hospital fa- 
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cilities. The reason for using a ten year period is that there is 
much more likelihood of encountering significant unforeseeable 
changes in the general economic situation after that time than 
there is during that time. No responsible person is willing to 
make a specific estimate of exactly how long the United States 
may be expected to enjoy postwar prosperity, but it is generally 
believed that, except for a possible temporary recession, business 
conditions and employment should be good for from five to ten 
years. What happens after that will depend in a large measure 
upon what happens between now and then; hence the writers 
of this report feel unwilling to attempt to look more than ten 
years ahead. 

Special attention is directed to the fact that all estimates look- 
ing ten years into the future are subject to a very high degree 
of error. In the making of any estimate, certain assumptions 
must be made, and it would be amazing indeed if the course of 
events should conform in every detail with these assumptions. 
Nevertheless, both business men and public officials very often 
find it necessary to take action and make investments in the 
expectation of future events. Risk is part of the price of progress, 
and the American people have always been willing to risk making 
mistakes in their efforts to improve their material well-being. 
In this connection, of course, sound business and public adminis- 
tration require that every care be taken in using facts rather 
than hopes in making estimates of future developments, and 
that plans based upon these estimates be conservative enough 
to leave a margin of safety in case the estimates were too op- 
timistic. In this report every attempt is made to meet both of 
these requirements. 

Since general hospitals draw practically all of their patients 
from areas in the immediate vicinity of the hospital facilities, 
it has been necessary to try to estimate the population and the 
rate of hospital utilization in 1957 for various sections of the 
State. A little reflection makes it obvious that the smaller the 
area under consideration the less reliance can be placed upon 
the continued usefulness of such estimates. For example, the 
erection and operation of a new industrial plant employing 5,000 
people would have very little effect upon the situation in the 
State as a whole and would not affect by more than two or three 
per cent State estimates which had failed to foresee that much 
industrial growth. But for relatively small two-county or three- 
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county area in the immediate vicinity of the new plant, par- 
ticularly if they were to a large extent rural counties, the situa- 
tion with respect to population, occupations, and income would 
be so greatly changed that past estimates would have to be re- 
vised entirely. 

In view of the above comments, the question may arise as 
to why such small-area estimates were made at all. The answer 
lies in the fact that the alternative is even less acceptable. The 
alternative is to assume that each county will have in 1957 the 
same proportion of the state’s total population that it had in 
1940 or 1948 (the latest years for which county population figures 
are available), which involves the assumption that the rate of 
population growth between 1940 and 1957 will be exactly the 
same for all counties in the State. In view of the fact that some 
counties have been losing population ever since 1910 while the 
population of certain other counties has almost doubled, such 
an assumption would be so erroneous as to be ridiculous. It is 
necessary, therefore, to make small-area estimates in order that 
the soundest possible State-wide hospital program may be plan- 
ned. However, local people and the administrators of such a pro- 
gram should be constantly alert for new development which 
make it necessary to revise the estimates and the programs for 
particular counties or hospital communities. 


PoruLATiIon EstiMATEs 


The State as a Whole—It was assumed that South Carolina 
will experience the same rate of total population increase be- 
tween 1940 and 1960 as it experienced between 1920 and 1940. 
The year 1930 was ignored for this purpose because the severe 
economic depression which prevailed at that time discouraged 
normal movements of population from one place to another and 
the normal movement of labor from agriculture to commerce 
and industry. It is felt, therefore, that figures for 1930 are of 
dubious value for estimating economic and social trends in South 
Carolina during periods of reasonable economic prosperity. Since 
the population of South Carolina increased 12.8 per cent be- 
tween 1920 and 1940, it was assumed that the State’s popula- 
tion in 1957 will be 10.88 per cent above the 1940 figure. (If 
the total increase in 20 years is 12.8 per cent, the annual increase 
will be an average of 0.64 per cent, and the increase for 17 
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years will be 10.88 per cent). The validity of using this rate of 
population increase is strengthened by the fact that the civilian 
population of South Carolina on November 1, 1943 (as shown 
by ration books issued) plus the estimated number of South 
Carolinians in all branches of the Armed Services, are almost 
exactly equal to the population estimate for that year arrived at 
by the above method. It is felt, therefore, that the figure of 
2,106,500 constitutes a fair and reasonable estimate of the total 
population of South Carolina for the year 1957. 


Hospital Service Areas and Counties — The same general 
method was used for estimating the 1957 population of the vari- 
ous hospital service areas as was used for the State as a whole. 
However, it was necessary to take account of the fact that the 
war, while apparently having very little influence upon the trend 
for the State, had a very large influence in various hospital 
service areas, and that the nature of this influence varied from 
area to area. For the purpose of making first (or crude) esti- 
mates, it was assumed that the population trends that were ap- 
parent between 1940 and 1944 would carry on at half strength 
(rather than full strength) during the postwar period. In view 
of the limitations upon time available for completing the re- 
port, the following short cut method was used: To the Novem- 
ber 1943 civilian population figure for each hospital service area 
there was added the estimated number of people from that area 
in the Armed Services. The sum of these figures was then con- 
sidered as the total 1944 population of the hospital service area. 
Next it was assumed that half of any population change between 
1940 and 1944 would have occurred by 1942, and the estimated 
population in 1942 was calculated accordingly. This figure was 
plotted on a chart along with the area’s population figures for 
1920, 1930 and 1940, and a trend line was projected from the 
1920 figure through the 1942 figure on up to 1957, thereby giv- 
ing the area’s population estimate for 1957. 


A careful analysis of each hospital service area indicated that 
in practically all cases the method described above was satis- 
factory. There was, however, one exception. In Hospital Service 
Area Number 2 it was noted that from 1920 to 1930 there was 
a large loss of population, whereas from 1930 to 1940, and also 
from 1940 to 1944, there was a gain in population. In this case 
the population estimate for 1957 was considered to lie half-way 
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between the figure determined by the trend since 1920 and the 
figure determined by the trend since 1930. 


The final step was to refine the “crude” figures arrived at by 
the above method. This simply involved adding together the 
separate service area estimates, comparing the total with the 
over-all State estimate that had previously been calculated, and 
making a uniform revision in the hospital area estimates in order 
that the sum of the revised figures would be equal to the over-all 
State estimate. The correction factor was plus 0.987 per cent, 
and the “crude” service area estimates were raised accordingly. 
This, incidentally, accounts for the fact that the hospital service 
area population estimates for 1957 are not rounded off to the 
nearest hundred for the less populous areas and to the nearest 
thousand for the more populous areas. 

In view of the fact that the projecting of trends and the mak- 
ing of estimates grows progressively more difficult as the area 
involved becomes smaller or the total population becomes less, 
no attempt was made to make a separate analysis of counties. 
Rather, it was assumed that in 1957 each county will have the 
same proportion of its hospital service area’s total population 
as it had in November 1943. This will undoubtedly turn out to 
be an erroneous assumption with respect to certain counties, but 
as a general proposition there is considerable justification for it. 
Based upon past experience, one would expect that during the 
next few years the more urbanized counties in a particular sec- 
tion of the State would have a greater gain or a smaller loss in 
population than the more strictly rural counties in the same area. 
However, during the war there was a very great loss of popu- 
lation in the rural areas of South Carolina. This loss was so 
great that in many parts of the State there was a farm labor 
shortage which cannot be expected to be completely alleviated 
by the growth of farm mechanization during the next few years. 
Therefore, it is to be expected that many rural as well as urban 
areas will have population increases between 1944 and 1957, and 
that the usual disparity between population trends in rural 
and urban counties will be diminished. The results of these cal- 
culations are presented in the last column of Appendix Table VI. 


Tur DEMAND FOR THE SERVICES OF GENERAL Hosprrats 


Factors to be Considered—There are three important factors 
which influence the amount of hospital service, and therefore 
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the amount of hospital facilities, which a population of a given 
size will demand. The word “demand” is used here in the eco- 
nomic sense of involving both willingness and ability to buy. 
It is not to be confused with “need.” People who are hungry 
and destitute may have a most urgent need for food and clothing, 
but they constitute no market for a self-sustaining business en- 
terprise. Investments for the purpose of meeting such needs may 
be self-liquidating in the very long run through improved health 
and productivity. That, however, is an aspect of government 
policy which is not covered in the program with which this re- 
port is concerned. The hospital facilities recommended in this re- 
port are expected to be supported in a relatively short time by 
patients’ fees plus whatever public support is now customary. 

Assuming reasonable efficiency of operation and fees based 
upon cost of service, the amount of services in general hospitals 
demanded by a population of a given size will depend upon (1) 
the birth rate, (2) the amount of sickness which requires hos- 
pitalization, and (3) the extent to which people can afford to go 
to hospitals to have their babies and receive care while they are 
sick. It is apparent, therefore, that population alone is a very 
poor criterion of the potential demand for hospital services, and 
that the use of population data alone is justifiable only if it is 
not possible to give consideration to the effects of the above 
mentioned factors.! In this study an effort was made to apply 
these factors to the population estimates for each hospital serv- 
ice area in order that final recommendations for the construc- 
tion of additional facilities might have a sound relationship to 
the vital statistics and economic conditions of the area. Since 
the county is the most predominant political subdivision of 
South Carolina, and since much economic data are reported on a 
county basis, an effort has been made to use the county as the 
basic unit for estimating the demand for services in general 
hospitals. 

Birth Rates—An examination of the annual reports of the 
South Carolina Bureau of Vital Statistics shows there was a 
gradual decline in birth rates until the year 1938-39. (The reports 
of the Bureau of Vital Statistics are on a fiscal year basis.) In 
that year and also in the preceding one, the reported birth rate 

1 For a more detailed discussion of this subject, see Hospital Resources and 


Needs, Report of the Michigan Hospital Survey, The W. K. Kellogg Founda- 
tion, Battle Creek, Michigan, 1946, Chapter V. 
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for South Carolina was 21.5 births per 1000 population. After 
that, however, the rate rose until it reached 26.2 births per 1000 
population in 1944-45.2 There is little reason to believe that the 
high wartime birth rate will continue very far into the postwar 
period; rather, the chances are that the rate will fall about as 
quickly as it rose, and that birth rates in different parts of the 
State in 1957 will correspond more closely with those prevailing 
before the war than those prevailing in the 1940’s. It was decided, 
therefore, to apply 1938-39 birth rates to 1957 population esti- 
mates in order to estimate the number of births that may be 
expected to occur in South Carolina in the latter year. 


An examination of the annual reports of the Bureau of Vital 
Statistics also reveals that the birth rate is not the same through- 
out all parts of South Carolina; hence it would be desirable, 
if possible, to obtain and use the actual rate for each county. 
Unfortunately, however, vital statistics are reported in such a 
way that it is impossible to ascertain the actual birth rate (and 
death rate) for a particular county. This is because the births 
and deaths that occur in a hospital are assigned to the county 
in which the hospital is located rather than to the county in 
which the patient resides. If the reported birth rate in a county 
is low because many of that county’s babies are born in a neigh- 
boring county’s hospital, this reported birth rate cannot be 
used as a basis for estimating the county’s hospital requirements 
for obstetrical purposes. 


For the above reasons, no attempt was made to calculate birth 
(or death) rates for units as small as a county; rather, the 1938- 
39 birth rate for each hospital service area was calculated, and 
this rate was applied to the estimated 1957 population of each 
county in the service area. In one case it was found necessary to 
combine two hospital service areas for the purpose of calculating 
birth (and death) rates in order to arrive at reasonable con- 
clusions. These areas were Areas 8 and 10. The results of these 
calculations are presented in Table 18. 


Sickness Requiring Hospitalization—Everyone will no doubt 
agree that the amount of sickness requiring hospitalization is 
a major factor in determining the amount and kind of hospital 
facilities needed to meet the requirements of any population 
group. Any attempt, however, to attack this problem directly 


2 South Carolina State Board of Health, Sixty-Sixth Annual Report, p. 221. 
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runs into the inexorable fact that the necessary statistics are 
not available, and that surveys designed to obtain such data 
would be quite expensive. It becomes necessary, therefore, to 
seek an indirect method of approach which will yield usable 
results. One such method is to use the number of deaths as an 
index of the amount of illness that may be expected to require 
hospitalization. It is obvious, of course, that a large proportion 
,of the deaths can not under any circumstances be expected to 
occur in general hospitals, and it is also obvious that the number 
of deaths in such hospitals is a very low percentage of the total 
, number of admissions. These facts are not sufficient, however, to 
weaken to any considerable extent the effectiveness of using the 
number of deaths as a tool for estimating hospital requirements. 

In the first place the death rate reflects both the age distribu- 
tion and the general level of health of the population. Secondly, 
and perhaps more important to the problem at hand, there is 
throughout the entire United States a fairly uniform and stable 
relationship between the number of deaths in hospitals and the 
total number of days of hospital service provided.? For example, 
in 1948, the citizens of the State of New York received over 
1400 days of hospitalization per 1000 population, whereas the 
citizens of South Carolina received only slightly over 600 days 
of hospitalization per 1000 population. But even with this large 
difference in the amount of hospitalization per 1000 people, the 
amount of hospitalization per hospital death was almost exactly 
the same in South Carolina as in New York, and there was not 
a great deal of variation among the other 46 States. This indi- 
cates that within rather wide limits an increase in the amount 
of hospital care will be reflected in an almost proportionate in- 
crease in the number of deaths occurring in hospitals. It also in- 
dicates that if an estimate can be made of the number of deaths 
that will occur in hospitals during any given period of time, 
there can be calculated a reliable estimate of the number of days 
of hospital care that will be required during that same period of 
time. 

Before such a relatively simple calculation can be made, how- 
ever, it is necessary to do two things. First, the total number 
of expected deaths in each county or hospital community must 
be estimated, and secondly, a conclusion must be reached regard- 


3 See Hospital Resources and Needs, op. cit., pp. 101-103, and especially the 
chart on p. 102. 
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ing what proportion of that number may reasonably be expected 
to occur in hospitals. The following paragraphs explain how 
such estimates were made. 

Total Number of Deaths—The same general method described 
for births was used for calculating the expected total number 
of deaths in 1957 for the various counties of South Carolina. In 
this case, however, the death rates prevailing in the year 1943-44 
were used. The major reason why this year was chosen was the 
fact that the latest county population data available was for 
November 1, 1943 (about the mid-point of that fiscal year), and 
it was possible, therefore, to make certain desirable adjustments, 
in the rates reported by the Bureau of Vital Statistics, which 
were based upon the 1942 civilian population of the State. The 
result of this adjustment was to raise the death rate of South 
Carolina from 9.3 to 10.3 per 1000 population. There is, how- 
ever, another justification for assuming that the death rate in 
1957 may be approximately equal to that prevailing among the 
civilian population in 1943-44. The return of military personnel 
to civilian life should have a tendency to lower the postwar death 
rate because of the fact that such people may be presumed to 
be healthier than the average person. On the other hand, it is 
expected that older age groups will constitute an increasing pro- 
portion of the total population in the future, and that this de- 
velopment will have a tendency to raise the death rate. These 
two factors will have a tendency to neutralize each other insofar 
as net changes in the 1948-44 civilian death rate are concerned. 

Except for Hospital Service Areas 8 and 10, as noted in the 
section on “births,” death rates in 1943-44 were calculated for 
each Hospital Service Area, and those rates were applied to 
the estimated 1957 population of each county in the Area. This 
gave an estimated total number of deaths in 1957 for each county. 
Since births and deaths are to be used separately in calculating 
hospital requirements, there was subtracted from each county’s 
estimated total number of deaths the expected number of ma- 
ternal deaths in 1957. For this purpose it was assumed that in 
1957 there will be 3.0 maternal deaths per 1000 births in South 
Carolina. Also, since the maternal death rate will vary greatly 
from year to year in a single county (most counties will have 
under 1000 births), it was assumed that the average annual rate 
will be uniform throughout the State. In 1943-44 there were 4.1 
maternal deaths per 1000 births, and in 1944-45 the rate was 3.7 
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per 1000. It appears reasonable to conclude that more widespread 

hospital care will reduce the maternal death rate considerably 
by 1957, and for the sake of convenience the figure of 3.0 per 
1000 births was used. The results of these calculations are pre- 
sented in Table 18, which shows for each county the 1957 esti- 
mates of total deaths and also non-maternal deaths. 


Number of Births and Deaths Expected to be Hospitalized— 
As has already been indicated, data on the expected number of 
births and the expected number of non-maternal deaths are not 
a sufficient basis for estimating the requirements for facilities 
in general hospitals. It is also necessary to have data on the 
number of births and non-maternal deaths which may be ex- 
pected to occur in general hospitals. Furthermore, it is neces- 
sary to break these data down by hospital communities—the 
willingness of the people of Charleston to use hospital facilities 
will have virtually no effect upon the demand for the services 
of general hospitals in Greenville. 


It would be extremely difficult to forecast the effects of a hos- 
pital building program and a health education program upon 
the extent to which births and deaths will be hospitalized in 
South Carolina in 1957, Instead of attempting this, an effort was 
made to establish reasonable goals which a vigorous education 
program and an increased availability of hospital facilities at 
convenient locations might allow the State to reach by 1957. 
As a point of departure in making separate county estimates, it 
was assumed that for the State as a whole 60 per cent of the 
births and 35 per cent of the non-maternal deaths may be ex- 
pected to occur in general hospitals in 1957. The comparable 
figures for 1945 are 40 per cent of the births and 27 per cent of 
the deaths. It is recognized that these “goals” for 1957 are per- 
haps to some extent optimistic, but it is felt that in something 
so important as a health improvement program a certain amount 
of ambition and optimism are justified. It is not felt, however, 
that these goals are unreasonable. For example, 88.2 per cent 
of the births and 37.8 per cent of the deaths in the State of Michi- 
gan in 1944 occurred in general hospitals,* and the figures for 
certain other States were higher. 


4 Ibid, p. 137. 
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FIGURE III—INCOME PER CAPITA BY COUNTIES, 
SOUTH CAROLINA, 1945 
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Given the assumption that a general State average of 60 per 
cent of the births and 35 per cent of the non-maternal deaths 
will occur in general hospitals in 1957, there remains the problem 
of what these percentages will be for the various counties. Since 
counties differ from each other with respect to per capita wealth, 
per capita income (see Figure III), the racial composition of 
the population, and the proportions of rural to urban popula- 
tion, it would be most unrealistic to assume that a State average 
would be representative of even a majority of the counties with 
respect to the proportion of births or non-maternal deaths hos- 
pitalized. 

A careful study of such data as were available indicated that 
differences in per capita income provide a very satisfactory basis 
for estimating differences in the percentages of births and 
deaths that will be hospitalized in various geographical areas. 
Income is superior to wealth as an index of ability to pay for 
hospital services; many people with relatively high incomes own 
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little or no property, and there are many kinds of property which 
often yield little or no income. 

It may be that, if they have equal incomes, a person living in 
a rural area will be less willing or more willing to use hospitals 
than will a person living in a town or city. For example, it is 
possible that the distance which a rural resident has to travel 
to a hospital will discourage the use of hospital facilities by such 
people. On the other hand, however, it is also possible that since 
it is more difficult and expensive for a rural resident to receive 
medical attention at home, rural people will be more willing to 
use hospitals than will urban people who receive equal incomes. 
So far as the writers of this report know, there are no data avail- 
able which lend important support to either of these conclusions. 
It follows, therefore, that the proportion of rural to urban popu- 
latiton can not be used as an analytical tool in estimating varia- 
tions among counties in the proportions of births and deaths that 
may be expected to occur in hospitals. 

The same difficulty is encountered in an attempt to use the 
racial composition of the population of a given area as a factor 
for estimating the demand for the use of hospital facilities. It 
may be that there is a difference in the willingness of white peo- 
ple and negroes to use hopsital facilities even if their per capita 
incomes are the same. The data at hand, however, tend to refute 
rather than support this conclusion. An analysis of the relation- 
ship beteewn per capita buying power and the percentage of 
births hospitalized in the 48 States in 1945 revealed no deviations 
from the trend line which could not be explained better by differ- 
ences in local customs than by differences in the racial composi- 
tion of the population. An analysis of the racial composition of 
the population of the various counties and hospital service areas, 
therefore, serves no useful purpose so far as estimating the de- 
mand for hospital services is concerned, The data at hand indi- 
cate strongly that any apparent difference arising from this 
source would be simply a reflection of differences in the incomes 
of whites and negroes. 

Since services in general hospitals must for the most part be 
paid for by the patients, there is every reason to expect that there 
will be a direct relationship between income and the demand 
for such services. Since a family’s need for hospital services will 
tend to vary with the size of the family, per capita income is 
probably of more significance than income per family. One would 
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be led to expect, therefore, that if a county has a per capita 
income that is below the State average, the percentage of births 
and deaths hospitalized in that county will also be lower than 
the State average. Because of the manner in which vital statistics 
are reported, it was not possible to test this hypothesis by using 
county data, but it was possible to analyze the variations among 
the 48 States with respect to per capita buying power and the 
extent to which hospitals are utilized. 


Data on 1945 per capita net buying power, by States, were 
calculated from the 1946 issue of Sales Management; data on the 
total number of births in 1945, by States, were obtained from the 
U.S. Public Health Service,® and data on the number of hospital- 
ized births in each State in 1945 were obtained from the book- 
let, “Hospital Service in the United States.”? It was possible, 
therefore, to calculate for each State the number of hospitalized 
births per 100 total births, and to express this figure as a per- 
centage of the national average. Also, it was possible to express 
each State’s per capita net buying power as a percentage of the 
national average. The results of these calculations are presented 
in Table 18. 


It was then a simple exercise in statistical analysis to ascertain 
the correlation between per capita net buying power and the 
percentage of births occurring in hospitals, or in this case, the 
correlation between deviations from the national average buying 
power and deviations from the national average proportion of 
births hospitalized. There was found to be a positive corre- 
lation of .818. A curve fitted to the data by the method of 
the least squares (see Figure IV), showed an almost propor- 
tionate relationship between per capita net buying power and 
the proportion of birth hospitalized; that is, a State with a 
per capita buying power 20 per cent above the national aver- 
age tended also to be about 20 per cent above the national 
average in the number of hospitalized births per 100 total births. 
As a matter of fact, the relationship in the Southern States 
was slightly different from that prevailing in the rest of the 


5 Sales Manager, “Survey of Buying Power,” 1946, p. 128. 

6 These data data have not been published at the time this is written, but 
the Public Health Service was kind enough to supply a special tabulation for 
use in this study. 

7 Reprinted from the Journal of the American Medical Association, April 
20, 1946, p. 1083. 


Per cent og U. S. proportion of births hospitalized 
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FIGURE IV—RELATIONSHIP BETWEEN BUYING POWER AND THE 
PROPORTION OF BIRTHS OCCURRING IN HOSPITALS, 
ts STATES, 1945 
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nation. An examination of Figure IV shows that among the 
States the relationship of births hospitalized to per capita net 
buying power was Jess than proportionate, whereas for most 
of the rest of the nation the relationship was more than pro- 
portionate. Since increased industrialization of the South, the 
building of hospitals at more convenient locations, and per- 
haps educational programs designed to promote the use of hos- 
pital facilities should have a tendency to make the hospitaliza- 
tion pattern in the South conform more closely with that pre- 
vailing in the rest of the nation, it is not unreasonable to con- 
clude that by 1957 a deviation (from average) of per capita 
net buying power will be associated with what is for all practical 
purposes a proportionate deviation in the proportion of births 
hospitalized. Similar data on the proportion of deaths occurring 
in hospitals were not available, so for the purposes of this study 
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it is assumed that it will be related to per capita buying power 
to the same degree that was found to be the case with births. 

The above analysis and discussion of differences among States 
indicates that the percentage of births (and deaths) hospitalized 
in a particular county in 1957 may be expected to bear the same 
relationship to the State average as that county’s per capita net 
buying power bears to the State average per capita net buying 
power. That is, if the State average is 60 per cent of births hos- 
pitalized, and if a certain county’s per capita net buying power 
is only 80 per cent of the State average, it is to be expected 
that only 48 per cent (80 per cent of 60) of that county’s total 
births will occur in hospitals. Similarly, the proportion of that 
county’s deaths occurring in hospitals will be only 80 per cent 
of the State average figure. It is thus possible to calculate for 
each county the proportion of births and non-maternal deaths 
that may be expected to occur in general hospitals in 1957. The 
results of such calculations are presented in Table 18. 

Attention is directed to the fact 1945 figures on per capita 
net buying power were used in making the calculations discussed 
above. This does not involve the assumption that per capita net 
buying will be the same in 1957 as it was in 1945, but it does 
involve the assumption that rate of change between 1945 and 
1957 will be the same in all counties. This is perhaps a question- 
able assumption, and it was made only because it was not pos- 
sible to find an objective method of modifying it. As a matter 
of fact, the only data readily available for testing its validity 
tended in a general way to support the correctness of the assump- 
tion. Buying power for 19428 was analyzed, and it was found 
that there was an increase of 45 per cent in gross buying income 
(not corrected for price changes) in South Carolina between 
1942 and 1945. With the exception of seven counties, the rates of 
increase were about equal among the various counties. Data from 
a prewar year would have provided a more conclusive test, but 
such was not readily available, and there was not sufficient time 
to make a systematic search for figures that would be comparable. 


CALCULATION OF HosprraL Bep REQuIREMENTS 


“Occupied” Beds—The discussion up to this point shows how 
an estimate was made of the total number of births and non- 


8 From a special tabulation, by counties, furnished through the courtesy of 
Sales Management. 


51 


maternal deaths that may be expected to occur in hospitals in 
each county of South Carolina, In order to ascertain the hospital 
bed requirements which correspond with these figures, it is nec- 
essary to know the number of patient-days of hospital service 
which will be associated with those numbers of births and deaths, 
and the number of hospital beds that are necessary for rendering 
that many patient-days of service. This can be ascertained by 
using what may be designated as the bed-birth ratio and the bed- 
death ratio and then making allowance for normal amounts of 
empty beds in general hospitals.9 

In 1945 the average obstetrical patient hospitalized in South 
Carolina remained in the hospital eight days. This means that 
each patient received an average of 8/365 (or 0.022) of the total 
possible annual services of a hospital bed. This is the bed-birth 
ratio, and the total number of “occupied” beds needed for ob- 
stetrical cases in 1957 can be calculated by applying this ratio 
to the number of births that are expected to occur in hospitals. 
The results of such calculations are presented in Table 19. An 
“occupied” bed may be defined as the equivalent of 365 patient- 
days of hospital service, which is the amount of service that a 
bed could render in a year if it were occupied at all times. 


® Report of Michigan Hospital Survey, of. cit., pp. 101-104. 
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TABLE 19.—ESTIMATED NUMBER OF BEDS REQUIRED TO MEET THE 1957 DEMAND 
FOR SERVICES OF GENERAL HOSPITALS IN SOUTH CAROLINA, 
BY COUNTIES AND HOSPITAL SERVICE AREAS 


Occupied Hospital 


: Acceptable Beds Occupied Beds 
8 Bails Rearered in 1947 Required in 1957 
3 in 1957 
7 . 
— 3 = 3 = iS 
PS $ s 8 ) 3 q [oo BA 
Zz 3 a3 B % a -, % 3 4g3 
¢ Bn 3 2 q 5 3 Ss.) Bae 
abi ald ae 2 i 0h Mask i ex ee 
1] Charleston ........... 67.9 580.3 649 500 648 148 847 
Berkeley” vii J esege cee. . 3.7 31.1 54 31 35 4 62 
Dorchester _o« 4058s. 4.6 38.6 50 28 43 15 69 
Area Total....... 76.2 0 753 559 726 167 978 
Dy WOMCION. ws gvcsen ances 5.3 45.5 hia ae 51 51 80 
Hampton «i isniass vans 3.6 31.1 Seed aidail 35 35 59 
PABVED hvaceaas savas Ls ib by g 38 18 13 aout 27 
Beaufort ........ ttt h 4.9 42 24 77 
Area Total....... 15.1 80 42 147 110 248 
3 | Williamsburg ........ 6.4 38.6 106 45 ‘ | 73 
Georgetown ......... 12.8 77.3 epee 90 90 181 
Area Total....... 19.2 115.9 106 185 90 | 204 
4 | LGR ONG 5's iin ecb nshibie 31.3 270.5 267 187 302 115 425 
Dillon’ ise. ceseek ated 7.9 68.3 41 23 76 53 110 
Pee MATRON © 3s cin 0 tanbieaisii 9.8 84.9 63 39 95 56 188 
| HOLT So. aca ante 16.8 145.6 65 40 162 122 210 
Area Total....... 65.8 569.3 486 289 6385 346 883 
5 | Orangeburg .......... 16.7 121.4 122 84 188 54 189 
COIROON - cessiicatesees 3.5 25.5 aya aes. 29 29 51 
Barnwell .ctiivewer ss 5.2 38.6 Baise rere 44 44 val 
OLE oh kee ss 50 6 4.9 35.9 meri aes 41 41 66 
Allendale ...... sWwies 2.6 19.3 Pe mera 22 42 
Axvea ) Totals ss 0% 32.9 240.7 122 84 274 190 419 
Gil, Sumter ck ises capapace 14.5 130.4 150 110 145 35 199 
‘ eubiee cee 4.8 43.5 news 48 48 77 
Olafendon «6s ssc6c usu 5.1 45.5 51 51 80 
Ares Total... 24.4 219.4 150 110 244 134 356 
{at ae eMieeh Da ies aaRasale OR: RS NaP mt PE Nh Strand fect NOs eee RAM iat ei 9) tee ak 
Nal MIRE Ses eos caer e tte 10.5 98.0 63 39 109 70 149 
Edgefield ....... neiaiein 3.0 28.3 oevie 31 31 55 


8 | Richland ............[ 42.7 507.2 650 509 550 | 41 716 
PSS efi) gre) « Ree ee 7.3 86.3 wees PALES 94 94 136 
BRIA ok ckcces cans 4.4 511 Tes a 56 56 85 
Kershaw ....... Bs aaa 6.5 17.3 41 84 43 122 

Area Total.......} 60.9 721.9 716 550 784 234 | 1,059 

aS, SRN e ae EER RTRRONT GNIMN ROY MSE Cee Lainie: ie Ly Beene iy Hye S 
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TABLE 19.—ESTIMATED NUMBER OF BEDS REQUIRED TO MEET THE 1957 DEMAND 
FOR SERVICES OF GENERAL HOSPITALS IN SOUTH CAROLINA, 
BY COUNTIES AND HOSPITAL SERVICE AREAS—Continued 


| J | K | L | M | N r8) | P 
a eee pa aa Acceptable Beds Occupied Beds 
: in 1957 in 1947 Required in 1957 

n 3 i 

pa) C1) 
pe = fat 

fos) + 
ao E ¢ | ¢ q | ase 
4 ees = 4 Be ae 
$ ai< z a 2 3) s 3 a's 
& 6 a Fis lag g & | & | goe 
S.) Darlington. ..ess0ssca0 13.8 98.0 74 53 112 59 153 
WMALIOOIG "occtcets cies 9.2 64.9 74 53 74 21 107 
Chesterfield ......... 8.8 62.1 ‘ sant 71 103 
Area Total....... 31.8 225.0 148 106 257 151 363 
10 | Newberry ........ én 6.8 80.0 13 87 74 126 
Rae) edad « Ceiic'n ngs 2.4 28.3 ee 31 31 55 
Area Total....... 9.2 108.3 26 13 118 105 181 
BP ROM auka dacciccnccce 20.2 164.9 155 90 185 95 293 
OREM da ddsdetasccs 2 8.6 69.7 50 28 78 50 113 
PACRBCEE occ ce cbse 7.6 62.1 55 31 70 39 102 
Area Total....... 36.4 296.7 260 149 333 184 508 
| 

12 | Greenwood .......... 12.7 125.6 113 69 188 69 213 
BBBEVINE oc cccssaceess 3.7 36.6 38 18 40 22 65 
McCormick .......... 1.2 12.4 eats kt 14 14 29 
Avee Rotel siiis'. 05 17.6 174.6 151 87 192 105 307 
CE NSE TS ES A RES IE SE SEES eT i ESS er ee Se In Oe 7 oe ew [oR 
TB 1 Anderson: occccceseses 26.1 199.4 182 125 226 101 325 
OCONEE 6055 caccas. a 8.0 60.7 35 17 69 52 100 
PPORGHS. Scucce Ruedads 8.0 61.4 Pree Pee e 69 69 100 
Area Total....... 42.1 321.5 217 142 364 222 525 
14]| Greenville ........... 60.3 609.3 409 305 670 365 875 
OUNCE ccccccncceees 10.2 102.8 59 33 113 80 155 
Area Total....... 70.5 712.1 468 338 783 445 1,030 
15 | Spartanburg ......... 50.1 452.6 349 257 503 246 653 
CHETORGS | é.5cccsscee - 6.8 61.4 48 27 68 41 100 
oj 5) Ra ee Ese ee ee 11.0 80.0 26 18 91 78 182 
Area Total....... 67.9 594.0 423 297 662 365 885 
STATE TOTAL. 583.5 | 5,206.8 | 4,119 | 2,865 | 5,794 | 2,949 | 8,145 
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The bed-death ratio is calculated in a similar manner. As has 
already been pointed out, there is a stable and uniform relation- 
ship between the number of deaths occurring in hospitals and 
the number of patient-days of service rendered. In 1945, the gen- 
eral hospitals of South Carolina rendered 252 patient-days of 
non-obstetrical services for every non-maternal death occurring 
in such hospitals. This means that each non-maternal death in 
general hospitals represented 252/365 (or 0.69) of the total pos- 
sible annual use of a bed, and that the number of “occupied” 
beds required per non-maternal death in general hospitals was 
0.69, Since there is every reason to believe that approximately 
this same bed-death ratio will prevail in 1957, the expected num- 
ber of hospitalized non-maternal deaths in each county was 
multiplied by 0.69 to give the number of “occupied” beds re- 
quired for non-obstetrical purposes in 1957 (see Table 19). The 
total number of “occupied” beds required in general hospitals is, 
then, the sum of those required for obstetrical purposes and 
those required for non-obstetrical purposes. 


Normal Bed capacity—The actual number of beds that are re- 
quired to provide a given number of patient-days of service, that 
is, the actual number that will be equivalent to a given number 
of “occupied” beds, depends upon the occupancy rates of the hos- 
pitals in which the beds are located. For example, if the occu- 
pancy rate is 75 per cent, 100 beds will be the equivalent of 75 
“occupied” beds, and anything less than a 100-bed hospital will 
be too small to meet the requirements of a community which 
needs 75 “occupied” beds. 


“There is no one occupancy rate which can be said to be 
‘normal’ for all sizes and types of hospitals. Occupancy rates 
vary according to size and type of hospital. Small hospitals 
usually have lower occupancy rates than do large hospitals. 

“A general hospital should have sufficient beds to meet day 
to day and seasonal variations in demand for care, it should 
neither turn patients away nor house them in room and hall 
space not constructed for patient use ... Ideally, a general 
hospital should have enough beds so that under normal con- 
ditions it would be completely filled on only one or two days 
during the year. 


“On the basis of both theory and experience, it has been found 
that the square root of the average daily census of a general 
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hospital is a practical device which can be used to estimate 
the probable variation in the daily census. Both statistical 
theory and study of individual hospital data indicate that 
the extreme limits of occupied beds will not be greater or 
less than the average census plus or minus approximately 
four times the square root of the average daily census. That 
is to say, it is unlikely that the need for beds in the course 
of a year will exceed the average census by four times the 
square root of that average. 


“T'The above discussion indicates] that a hospital should have 
an average number of vacant beds equal to about four times 
the square root of the average daily census. This is not a 
rigid mathematical law. Some hospitals will find that they 
can... without great inconvenience ... operate with a 
margin of vacant beds equal to about three times the square 
root of the average census. Under such conditions, the hos- 
pital may be said to have a high level of occupancy; whereas, 
with a margin of beds equal to four times the square root of 
the average census, the hospital would have a low level of 
occupancy.” 10 


The above conclusions, quoted from the Report of the Michi- 
gan Hospital Survey, are buttressed by data demonstrating that 
the theoretical “low” and “high” rates of occupancy describe with 
remarkable accuracy the actual occupancy rates prevailing in 
1940 (“low”) and in 1945 (“ high”). Some of these data are 
presented in the following table: 


TABLE 20.—OCCUPANCY RATES OF AMERICAN MEDICAL ASSOCIATION REGISTERED 
GENERAL HOSPITALS, BY SIZE, UNITED STATES, 1940 AND 1945* 


PER CENT OCCUPANCY 


Actual Theoretical 
Size (Beds) 1940 1945 Low High 
46.4 57.7 38.4 45.4 
50.7 61.8 48.2 55.4 
57.2 67.9 56.5 63.4 
62.4 71.1 62.0 68.5 
66.3 73.1 65.5 TL7 
68.6 76.4 68.9 74.7 
71.2 79.8 73.0 78.3 
74.6 79.3 76.9 81.6 
76.0 79.2 80.8 84.8 
80.6 78.8 84.7 88.1 
79.8 70.3 89.8 92.1 
69.4 74.8 71.5 76.6 


a a i et 
* Source: Hospital Resources and Needs, Report of the Michigan Hospital Survey, The 
W. K. Kellogg Foundation, Battlecreek, Michigan, 1946, Page 107. 


10 [bid, pp. 105-106. 
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The theoretical rate of occupancy is based upon the normal 
curve pattern of variation from the average daily census. Of 
further significance for the purposes of this study is the fact that 
occupancy rates in South Carolina’s general hospitals in 1945 
were similar, except for explainable variations, to the theoretical 
“high” rates of occupancy shown in Table 20. 

It is quite probable that occupancy rates in 1957 will resemble 
the prewar rates of 1940 more than the wartime rates of 1945. 
Therefore, the theoretical “low” rates of occupancy were used 
as a basis for estimating the total number of general hospital 
beds needed to meet each county’s demand for “occupied” beds. 
Since the rate of occupancy varies directly with the size of the 
hospital, the ratio of “occupied” beds to total beds will differ 
from county to county. This means that a county or hospital com- 
munity which can support only a small hospital will have a rela- 
tively large proportion of its hospital investment tied up in un- 
occupied beds, and that service of equal quality will tend to cost 
more in a small hospital than in a large one. 

Specifically, the method of converting “occupied” bed require- 
ments to total bed requirements in the various counties was as 
follows: (1) Where there were no existing acceptable beds in a 
county, the additional beds were, of course, treated as a hospital 
unit for purposes of calculating the expected rate of occupancy. 
(2) Where the existing acceptable beds in a county were in a 
single hospital, the additional requirements were counted as ad- 
ditions to that hospital, and the size after enlargement was the 
basis for ascertaining the expected rate of occupancy. (3) Where 
the existing acceptable beds were distributed among two or more 
hospitals, the additional bed requirements were treated as a new 
and separate hospital for the purpose of ascertaining the ex- 
pected occupancy rate. The results of these calculations are 
presented in the last column of Table 19, which shows for each 
county the total number of hospital beds, assuming average rates 
of occupancy in relation to size of hospital, that will be required 
to meet the expected demand in 1957 for the services of general 
hospitals. 

It is to be noted that all of these estimates refer to the amount 
of facilities (wherever located) required to meet the requirements 
of the residents of the area under consideration. Due to irregu- 
larities in the shapes of political boundaries, due to the fact that 
a political sub-division’s major town or city may not be located 
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in the center of the political entity, and due to the fact that two 
or more counties may have to be combined in order to get sup- 
port for a hospital of economical size, it may be convenient or 
necessary for a considerable number of people to cross county or 
hospital service area lines (as delineated in this study) to receive 
hospitalization. It follows, as is pointed out in the recommenda- 
tions, that hospital facilities that need to be located in a particu- 
lar county or community are not necessarily the same as those 
needed to meet the demands of the residents of that county or 
community. 


ILLUSTRATION OF CALCULATIONS 


In order to summarize briefly the method used in estimating 
the 1957 requirements for facilities in general hospitals, the cal- 
culations for a single county are presented below. Laurens County 
is selected for this purpose. 


The population trend for the Greenville Hospital Service Area 
(in which Laurens County is situated) indicates an area popula- 
tion of 226,212 in 1957. Since Laurens County had 20.59 per 
cent of the area’s total population in 1943, it is assumed that 
the 1957 population of Laurens County will be 20.59 per cent 
of 226,212 or 46,577. 


The birth rate for the Greenville Hospital Service Area was 
17.27 per 1000 population in 1938-39, and it is assumed that this 
rate will prevail in 1957. Multiplying the county’s 1957 popula- 
tion (46,577) by 0.01727 gives 804 as the estimated number of 
births in Laurens County in 1957. Similarly, the 1957 death rate 
is estimated as 9.598 per 1000 population, and when total 1957 
population is multiplied by 0.009598 it is found that 447 deaths 
may be expected to occur in Laurens County in 1957. But if 
the maternal death rate is 3 per 1000 births, two of the deaths 
will be maternal deaths, and the total of non-maternal deaths 
may be expected to be 445. 


In 1945 the per capita net buying power in Laurens County 
was 95.82 per cent of the State average, and it is felt that there 
will be an equal deviation from the State average proportions 
of births and non-maternal deaths occurring in general hospitals. 
If, for the State as a whole, 60 out of 100 births and 35 out of 
100 non-maternal deaths occur in such hospitals, the figures for 
Laurens County are expected to be 95.82 per cent of the State 
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figures, or 57.49 per cent of the births and 33.54 per cent of the 
non-maternal deaths. Multiplying 804 (the total number of 
births) by 0.5749 gives an estimate of 462 hospitalized births in 
1957, and multiplying 445 by 0.3354 gives an estimate of 149 
hospitalized non-maternal deaths, 


Next, the expected number of hospitalized births (462) is mul- 
tiplied by the bed-birth ratio (0.022) to give the number of “oc- 
cupied” beds that will be needed for obstetrical purposes. The 
figure is 10.2 “occupied” beds. Similarly, the expected number 
of hospitalized non-maternal deaths (149) is multiplied by the 
bed-death ratio (0.69) to give an estimate of 102.8 “occupied” 
beds needed for non-obstetrical purposes. The sum of these two 
figures is 113, which is the total number of “occupied” beds that 
are expected to be required to meet the 1957 demand of the resi- 
dents of Laurens County for services in general hospitals. 


The problem of how many actual beds will be necessary to pro- 
vide 113 “occupied” beds is related to the rate of occupancy that 
may be expected. This problem is solved by consulting the next 
to last column of Table 20. A little experimenting will show 
that a hospital big enough to provide 113 “occupied” beds will 
fall in the 140-199 size group. Since the rate of occupancy for 
this group is 73.0 per cent, the total number of beds is calculated 
by dividing 113 by 0.73. The result is an estimated 155 beds 
needed to meet Laurens County’s 1957 requirements for the serv- 
ices of general hospitals. 


Recommendations for General Hospital Facilities 
Basis For DrsigNATING ACCEPTABLE FACILITIES 


In setting up a plan for a system of general hospitals adequate 
to meet the requirements of all of the people of South Carolina, 
and in making specific recommendations for the construction of 
additional facilities, it was necessary to give consideration to 
existing facilities. All existing facilities, however, can not be 
fitted into the integrated State plan contemplated in this report. 
In order for South Carolina to qualify for a grant of Federal 
funds to be used in building hospital facilities, it is necessary 
that there be enacted a State law requiring that certain mini- 
mum standards be met in the maintenance and operation of hos- 
pitals receiving Federal aid. 
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For the purposes of this report, the following factors were used 
as a basis for determining whether or not to consider a hospital 
as “acceptable” in setting up the State plan. (1) In order to be 
considered “acceptable,” the hospital building must not be a fire 
hazard, and must, in the case of small hospitals, be so constructed 
and arranged as to allow it to be enlarged into an efficient op- 
erating unit. Therefore, hospitals housed in frame buildings not 
having adequate fire protection, and hospitals housed in build- 
ings not originally constructed as hospitals, were in most cases 
omitted from the list of existing “acceptable” facilities. (2) In 
order to be considered “acceptable” there was established the 
general rule that a hospital must have at least 50 beds or must 
be able to qualify for expansion up to 50 beds under the con- 
struction program provided for by Public Law 725. This is be- 
cause small hospitals cannot be operated as economically as 
larger ones. Since no hospital operated for private profit can 
obtain public funds for expansion purposes, several small pro- 
prietary hospitals were omitted from the list of “acceptable” fa- 
cilities. Similar non-profit hospitals were included because they 
can qualify for a grant of Federal funds for expansion purposes. 
For example, the hospital at Ridgeland (Jasper County) was 
left in the plan even though it does not have as many as 50 beds. 
Even though no expansion is indicated at present, this hospital 
has acceptable facilities which could be enlarged if the need 
arose. Appendix Table IIIA lists and gives certain information 
about the existing general hospitals which were not considered 
“acceptable” for the purposes of this report. 

It is to be emphasized that the omission of a hospital from the 
“Acceptable” list is not necessarily to be construed as a sugges- 
tion that this hospital should cease operating. As a matter of fact, 
the recommendations for new facilities are based upon the as- 
sumption that a number of the hospitals outside the integrated 
State system will continue to operate. For example, the two pro- 
prietary hospitals at Travelers Rest (in Greenville County) are 
not included in the State plan, and the plan calls for no additional 
facilities at Travelers Rest. If, however, the two existing hos- 
pitals should discontinue operations, it would then be necessary 
to build facilities at Travelers Rest in order to serve the people 
of that community. Similar situations prevail at Lake City, Clin- 
ton and Woodruff. If these hospitals were reorganized as non- 
profit institutions they could qualify for expansion under the 
Federal program. 
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Sreciric RecoMMENDATIONS 


The State survey of existing facilities in general hospitals 
revealed a normal bed capacity of 4484 in 1945. However, hos- 
pitals having a total normal bed capacity of 375 beds, for reasons 
noted in the preceding section, were considered unacceptable 
for purposes of a State hospital plan. On the other hand, the 
Urological Institute (10 beds) at Orangeburg is operated in 
such close conjunction with the Tri-County Hospital that the 
former was treated as part of a general hospital, rather than as 
a special hospital. South Carolina had, therefore, 4119 accept- 
able beds (normal capacity) in general hospitals in 1945. The 
distribution by counties is presented in Table 21. 


In the making of specific recommendations for counties and 
communities, it was necessary to take a number of factors into 
consideration. Some of the factors considered were: the esti- 
mated demand for hospital services in 1957, the number of beds 
which the Federal government would help finance, travel dis- 
tances which might affect the use of hospital facilities, the pos- 
sibility of people in one district or community patronizing the 
hospital in an adjoining district or community, the amount of 
local funds available or potentially available for building pur- 
poses, and the necessity for retaining in the State pool a suf- 
ficient number of unallocated beds to provide future flexability 
to meet unforeseen conditions. It follows, of course, that actual 
recommendations may differ considerably from the “bed demand” 
figure arrived at by economic analysis and from the “beds al- 
lowed” figure arrived at by application of the Federal formula. 
As a matter of fact, allocation according to the Federal formula 
would result in the allocation of 1433 fewer beds than allocation 
according to economic and population trends, and would result 
in a maldistribution of facilities within a few years. On the other 
hand, allocation strictly according to the estimated demand for 
hospital services in 1957 would leave no beds in the State pool 
(actually, there would be a small deficit) and would make it 
impossible to have a building program flexible enough to meet 
unforeseen developments. 

For some hospital communities the estimated 1957 demand 
for facilities in general hospitals is greater than the number 
allowed by the Federal formula, and in other cases the estimated 
number of beds demanded is less than the number allowed. Out 
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of the 37 hospital communities delineated under this plan, the 
recommended number of beds is in 14 cases approximately equal 
to one or both of the figures calculated by formula, is between 
the two formula figures in 8 cases, is lower than either of the 
formula figures in 13 cases, and is in 2 cases higher than either 
the estimated number demanded or the number which can be 
built under Public Law 725. 

Attention is called to the fact that “beds allowed by Federal 
formula” refer to the size of hospital that a community of a 
given classification (base, intermediate or rural) can obtain 
Federal assistance to build without having to obtain an allo- 
cation of additional beds from the State pool. The State Agency 
which administers the hospital construction program will have 
the power to allocate additional beds where the need is ap- 
parent, and the Federal Government will render financial aid 
if the additional allocation is approved by the Surgeon General. 
In the recommendations summarized in Table 21 there are 9 
cases where the beds “allowed by the Federal formula” are 
less than the number recommended. In 2 cases of the nine cases, 
the recommended facilities are already in existence and no ad- 
ditional construction is necessary. 

At the time this report is being written there is available no 
clear and definite ruling on the question of whether and to what 
extent hospital beds allowed in a community under Public Law 
725, but not allocated to that community by the State construc- 
tion agency, will be allowed to revert to the State pool for 
allocation to any community in which they appear to be needed. 
If all such beds go into the State pool, these recommendations 
will result in a pool of 1,290 beds. On the other hand, if all 
such beds must be “earmarked” for the particular hospital com- 
munities in which they would be placed if beds were allocated 
strictly according to the Federal formula, the State pool will 
amount to 719 beds, with 571 additional beds “earmarked” for 
certain specific counties or communities. 

It was found that in some counties population and income 
were insufficient to justify the construction of a hospital, and 
that in other counties there were some communities too small 
to support separate hospitals but located at considerable dis- 
tances from a hospital. In these counties and communities there 
is a need for a few hospital beds to meet emergencies. This 
problem can be met by establishing what may be designated as 
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community clinics to perform a limited number of the functions 
of a general hospital. It is recommended, therefore, that a total 
of 14 community clinics be established. The suggested allocation 
of these facilities is presented in Table 21. 


It is recommended that there be no fewer than six and no more 
than ten beds in a community clinic. 


If patients are to receive good, safe and adequate care, it will 
be economically unsound for individuals or corporations to un- 
dertake the operation of such small units, and it is recommended 
that the combination of the health center and hospital, known 
as the community clinic, be operated by the Department of 
Health. This does not mean that the Department of Health would 
be operating hospitals and practicing medicine in competition 
with other hospitals or members of the medical profession. The 
Department of Health will not be permitted to enter patients into 
community clinics. All patients needing care or hospitalization 
must be referred to a practicing physician in the community who 
in turn might enter such patient into the community clinic. The 
Department of Health should furnish the necessary personnel for 
the administration of the community clinic and for the care of the 
patients therein. While the personnel would be directly respon- 
sible to the Department of Health, they would be subject to the 
orders of the practicing physician in the care and treatment of 
his patient. Personnel in other technical departments would carry 
out the orders of the physician as prescribed above. 


In some instances it may be desirable for a physician in the 
community to have offices in the building housing the community 
clinic. This would afford him greater advantages to diagnose 
and treat sickness and injury and allow him to serve a greater 
number of patients. This type of accommodation is designed for 
serving the community and for the convenience of the physicians 
in the treatment of emergency and minor cases. Persons requiring 
major surgery or further diagnostic study would be referred to 
an affiliated hospital. 

It is believed by having the operation of the community clinic 
under the direction of the Health Department, modern hospital 
standards will be maintained in these small bed units. 

The recommended integrated general hospital plan provides 
for 56 general hospitals and 14 community clinics with a total 
normal bed capacity of 6975. This is 3.9 beds per 1000 population 


FIGURE V—AN INTEGRATED HOSPITAL PLAN FOR SOUTH CAROLINA 
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(1943 civilian population). At an average occupancy rate of 70 
per cent these hospitals would provide a total of 1,782,113 pa- 
tient-days of service per year, or approximately one day of serv- 
ice per capita per year. This is an increase of 56 per cent over the 
number of patient-days of service rendered by general hospitals 
in South Carolina in 1945, Even after this plan has been put into 
effect South Carolina will still rank below many other states in 
the amount of hospital facilities per capita. It is felt, however, 
that the recommendations made in this report point the way 
toward sound and substantial progress. 


InteGRATED Hosprrau Pian 


The integrated hospital plan presented in this report (Figure 
V) is a workable systematic arrangement of hospitals. It 
should serve as a guide for the orderly growth of hospitals in 
a manner to provide good medical care for the people of the 
State. Figure VI shows the services that should be rendered by 
each unit of the integrated hospital plan. 


The integrated hospital plan for general hospitals in South 
Carolina embraces a framework composed of a base hospital, 
district hospitals, community hospitals, and several community 
clinics. The service area for the base hospital, to be operated 
in conjunction with South Carolina Medical College, extends 
over the entire State. Each district hospital serves the commu- 
nity in which it is located in addition to providing diagnostic 
and other special facilities for community hospitals located in 
other counties within the district. Patients that cannot be 
treated in the district hospital are transferred to the base hos- 
pital. The community hospital usually serves one county, but 
in some cases the service area includes more than one county. 
Patients requiring specialized treatments are transferred to dis- 
trict hospitals. Community clinics in most cases serve a radius 
of ten miles and handle emergency cases. If patients require 
further treatment they are transferred to community hospitals. 


Health centers are located in the county seats of the 46 coun- 
ties in the State. The health centers are operated by the State 
Board of Health and their functions are primarily administra- 
tive. Several out-lying health clinics are located in each county 
for educational purposes. 


70 


uolzeonpy 
uweeH o11gNd 
eseesiq |eo19USA 
sjsojnosegny 
y}eeH 
PIIYD pue jeusezeW 
S@SINN 43]B9H 11GNd 
uelsezIUeS | 
4991350 43129H 
$091JJ0 43/22H 
O1GNd eAlzeays|UjwpY 


aAaLNAD 
HLIVaH 


=V= ss = S 


sueloisAyd 

OPEALId! 10} SOdIHO 
40 99IN'O S}eAlLd 
Aazs1,U9q 

ABojojsezoeg 

Aei-X 
Asozyesogey 

AusBing soul 
pue jeoipew, AoueHuswy 
$911}938q0 


OINITIO 
ALINONWWOO 


ABojojsopoRg 

Aei-X 

Asoyeioge 7] 
AseBang jeseuery 
Aazs1}U9qg 
yeosy] ‘esonN ‘uegQ ‘eA 
$0141}0}Sq0 
OUIOIPEW jeusozUy 


“IVLIGSOH 
ALINNWWOD 


$91}93°10 
SUus0}U] 
SosunN 
Buiyoeay 
yeopwieyd 
ABojoisszoeg 
ABojouzyed 
Kei-X 
Asoyesoqgey 
AdeisyzoisAyd 
Aizs1},u9q 
yeouyy ‘eson ‘wey ‘eA 
$0472 [Pod 
49430 
eseesiq, jeas0UueA 
sisojnoseqn | 
seseesiq e]qeojunwwog 
OUIDIPE|W [eusezpU] 
So11}9}sqO 
AueBang sofew 


LOI LSId 


$01}0}01Q 
yeosyy ‘esON ‘4eyQ ‘eAG 
Aijzs1zUu9q 
Adesoyzorskud 
jeoyweyd 
ABojolsezoNg 
ABojouyed 
Kei-X 
Asozesogey 
sezyenpesy 3s0d 
s}USpIsoy 
S$UJO}U] 
SesinN 
Bulyoesys 
49430 
eseasig, jeeJ9UsA, 
sisojnoseqn 5 
seseesiq e/qeojunwwog 
AsaBing oipedoyyo 
$O}4}e1P9d 
$91139}SqQ 
SUIDIPEW jeusezU] 
AssBung sofew 
S1UI]D 34eOH 
BDIAIOS 914}zeIYDASG 
OIUI]JQ s90UeD 
NOILVLINSNOO 
HOUVESSY DNIHOVAL 


asva 


YNITOYVD HLNOS YOd NV1d JOIAYIS WLIdSOH GALVNIGYOOD V—IA Jani 


71 


' The plan for hospital service submitted suggests that the pre- 
ventive as well as the curative aspects of medical care be fos- 
tered by the hospital to the end that the hospitals, official and 
voluntary health agencies will be closely coordinated. It is fur- 
ther suggested that the Health Department or some of its 
activities be housed in or located near community hospitals. 

In order to summarize the coordinated hospital service plan 
(Figure VI) and the integration of hospitals (Figure V) the 
line of transfer of a patient is presented below. The town of 
Allendale is selected as the place of residence for the patient. 

A man residing in the town of Allendale is feeling very bad 
and calls a physician. Upon examination the physician observes 
the need for emergency treatments. There is no hospital located 
at Allendale so the treatments are given at the community clinic 
located there. After the emergency treatments are given the 
patient is transferred to the community hospital located in Barn- 
well, where it is determined that the patient needs a complete 
diagnosis. He is, therefore, transferred to the district hospital 
located in Orangeburg. The physicians at Orangeburg decide 
that the patient has a rare and exceptional disease requiring 
treatments that are highly specialized, and they recommend that 
the patient be transferred to the base hospital located at Charles- 
ton. 

The lines drawn on the map showing the integration of hos- 
pitals (Figure V) are lines of transfer rather than lines of au- 
thority. The lines of transfer from the district hospitals to the 
base hospitals are omitted on the map. Of course, if a com- 
munity clinic is closer to a district hospital than a community 
hospital it would be more practical for the patient to be trans- 
ferred directly to a district hospital rather than travel a longer 
distance to a community hospital. In the final analysis travel 
distance is the determining factor in the selection of hospitals 
for the acutely ill. 

The integrated hospital plan as presented in Figure V shows 
only the principal facilities. In the larger cities of the State 
there are usually several hospitals, but for the purposes of this 
plan the principal facility is presented to show the integration 
of that facility with other hospitals in the outlying areas. The 
subordinate hospitals in the same location as the principal facil- 
ity will be integrated with the latter in the same way that out- 
lying hospitals in the district are integrated with it. 
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FIGURE VII—ACCEPTABLE BEDS PER 1,000 POPULATION BY 
HOSPITAL COMMUNITIES, SOUTH CAROLINA, 1945 


(Based on 1943 Estimated Civilian Population) 
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The acceptable and recommended beds per 1000 population, 
shown in Figures VII and VIII, were calculated on the basis of 
hospital communities. In the hospital communities where there 
is a district hospital, the beds per 1000 population appear to be 
somewhat excessive, but actually people from other hospital com- 
munities in the district have access to the district hospital. 


Generally the rural areas have the least number of acceptable 
and recommended beds per 1000 population. On the other hand, 
the percentages of recommended increase in acceptable beds are 
higher for the rural areas than for urban areas. 


The bed-population ratio for the State as a whole presents a 
more adequate picture of the situation. The bed ratio for the 
State is not greatly affected by people crossing hospital service 
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FIGURE VIII—RECOMMENDED BEDS PER 1,000 POPULATION BY 
HOSPITAL COMMUNITIES, SOUTH CAROLINA 


(Based on 1943 Estimated Civilian Population) 
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area boundaries. At the present there are 2.3 acceptable beds 
per 1000 population (1943 estimated civilian population) in the 
State. It is recommended that this ratio be increased to 3.9 beds 
per 1000 population. 


RELATION OF RECOMMENDATIONS TO THE Existine FACILITIES 


The relation of recommended beds to acceptable existing beds 
is presented in Figure IX on a district hospital service area 
basis. The reason that the Charleston area shows a higher ratio 
of beds to population is due to the plan that the base hos- 
pital at Charleston will serve the entire State as well as the 
local area surrounding Charleston. 

Figure IX shows the existing acceptable beds and the recom- 
mended beds to be added per 1000 population for each district 
hospital service area. The extremity of the bar shows the num- 
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FIGURE IX—ACCEPTABLE AND RECOMMENDED BEDS PER 1,000 
POPULATION BY HOSPITAL SERVICE AREAS, 
SOUTH CAROLINA 


(Based on 1943 Estimated Civilian Population) 
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ber of beds per 1000 population that would exist if the recom- 
mendations were carried out. 


TRAVEL DisTANCES 


As has been mentioned before, travel distance is a major de- 
termining factor in the selection of hospitals for the acutely ill. 


The existing geographical distribution of general hospitals 
in South Carolina is definitely inadequate (Figure X). Of the 
4484 general hospital beds in the State, 60 per cent are located 
in the six largest populated counties. There are 13 counties that 
have no hospital beds. The greatest deficiency of hospital facil- 
ities exists in the rural areas. In some areas it is necessary to 
travel more than thirty miles to reach hospital facilities. 
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Figures X and XI show a distinct contrast between the areas 
of the State that are more than fifteen miles from general hos- 
pital facilities under the recommended plan as compared with 
the existing situation. Most of the black area shown in Figure 
XI is very sparsely populated. The large black area northeast 
of Charleston is the Francis Marion National Forest. The black 
area between Charleston and Beaufort as shown in Figure XI 
consists mainly of swampland. 

There is an error in Figures X and XI in that the hospital 
located at Clinton was omitted. If a circle were drawn with a 
radius of fifteen miles around Clinton the black area west of 
Newberry and south of Laurens would be eliminated. 
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Chapter VI 
SPECIAL HOSPITALS 


Time was not available to permit a detailed study of the facil- 
ities for the care of tuberculosis, nervous and mental diseases, 
or the care of chronic and convalescent patients. However, some 
analysis and tabulations of data concerning existing hospitals 
and care for these patients are included in this report. 


Allied Hospitals 


Allied hospitals are those which, while limiting admissions to 
certain types of cases, are allied to the general hospitals because 
the types of patients which are admitted to them are also usually 
admitted to general hospitals. 

Of the 8 existing allied hospitals in the State, only 4 are con- 
sidered to be acceptable (Appendix Table III-B) for reasons 
already noted. The Urology Hospital at Orangeburg is consid- 
ered to be a part of the Tri-County General Hospital. The re- 
maining 3 allied hospitals are the two orthopedic hospitals at 
Greenville and Florence and the venereal disease hospital at 
Florence. 


If the orthopedic and venereal disease hospitals are expanded 
they should be expanded on a statewide basis and the beds should 
be allotted from the State pool. Other types of allied hospitals 
are not recommended because these patients can be treated in a 
general hospital. No separate facilities are recommended for 
the care of chronic and convalescent patients at this time, but 
the general hospitals should make provision for the care of this 
type of patient. When additional facilities for the chronic and 
convalescent become necessary it may be advisable to consider 
the construction of such facilities on a State basis closely related 
to district hospitals. 


Nervous and Mental Institutions 


There are only 3 hospitals for nervous and mental disease pa- 
tients in South Carolina. Two are operated by the State and 
the other is a private hospital. The 1945 statistics disclose a 
bed capacity in all 3 of these institutions of 5840. This is the 
bed complement or the actual number of beds set up for patients, 
whereas the buildings were designed to accommodate 4038 pa- 
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tients which is the normal bed capacity. There is, therefore, a 
very crowded condition in nervous and mental hospitals. On 
the basis of the minimum standard of 5 beds per 1000 popula- 
tion, South Carolina should have a total of 8948 beds, approxi- 
mately twice as many beds for nervous and mental patients as 
now exist under normal bed capacity. The survey revealed the 
following information about nervous and mental hospitals: 


Table 22—Selected Data on the Operation of Nervous and Mental 
Institutions in South Carolina, 1945 


Womller 6f Hospitals. 3 
Number of Beds (complement) _—______ 5,840 
PQUl@MG ACU COBEN yo 2,275 
MOGI ORC aig 8,016 
Patient Days of Service 2,101,492 
mn ky, cer 452 
Average Length of Stay______ 262 
er Prmeniy Cet) a 1.04 
Per Gene cern pency 2 98.59 


In planning hospitals for nervous and mental disease patients 
it is recommended that such hospitals be located in cities near 
the district hospitals, and that integration of service between 
general hospitals and nervous and mental institutions be estab- 
lished to provide surgical care and consultation services in other 
special fields of medicine. It is the general opinion of hospital 
administrators and members of the medical profession that a 
nervous and mental hospital should not have over a 5000 normal 
bed capacity. Increases in size above this figure usually reduce 
efficiency of operation and quality of care of patients. Although 
5000 normal bed capacity may be considered the maximum it 
would be preferable for future construction to limit such institu- 
tions to 2500 beds. 


Tuberculosis Hospital 


There are 6 hospitals in South Carolina for tubercular pa- 
tients. These hospitals have a total bed capacity of 903 beds, 
549 beds for white patients and 354 for negroes. On the basis 
of a minimum requirement of 214 times the average annual num- 
of deaths from tuberculosis in the State over the four year period 
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from 1940 to 1944, inclusive, the State should have 1875 beds 
for tuberculosis, and most of these should be for the treatment 
of negro patients. The locations of existing facilities are shown 
in Table 23 and data on 1945 operations are presented in Table 
24. 


Table 23—Location of Tuberculosis Hospital Facilities in South 
Carolina, 1945 


Bed Capacity 


County Total White Negro 
BT giant ual isa ulna aublbvaee i 64. 28 36 
sercaiets Ee ee aetna 72 52 20 
Rn i ee ee een enn 67 34 33 
cg | en Mae lfgeici tel hte laa eee Oe 81 63 18 
Richland (S. C. State Hospital) 550 328 222 
GPO 20S ee 69 44 25 


OGRE 0 7 A Ts ee ey fae 903 549 354 


Table 24—Selected Data on the Operation of Tuberculosis Hospitals 
in South Carolina, 1945 


Number of Hospitals 22 1. a 6 
*Number of Beds (normal)... 903 
Patients, Admitted. 4b +e-<15—1s ieee 881 
Patients Treated... 445-.: 4) 4icihou: 3, 2Aieee 
Patient Days of Service Rendered... 252,563 
Desths in. IB, Hospitals 454 totiund tate 2 248 
Average Length of Stay 159.5 
Per Diam O06, eu 4 beh bee eee 2.88 
Per. Cent: Occupancy. —o4—ece—sinscun Lu!) (O68 
Average Daily Census, 692 


It is recommended that any new facilities established for tu- 
berculosis should be adjacent to and in relation with general hos- 
pitals so that technical facilities and medical personnel may be 
available for surgical procedure and other special treatment re- 
quired by these patients. It is doubtful that maximum efficiency 
of operation and quality of care can be achieved in tuberculosis 
hospitals smaller than 100 beds or larger than 500 beds. 


* Normal bed capacity exceeds bed complement. 
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Chapter VII 
PROFESSIONAL MEDICAL PERSONNEL 


Physicians 


No attempt has been made to estimate the number of phy- 
sicians, nurses, technicians and other personnel that would be 
required to operate the hospitals recommended. It is believed 
that an integrated system of hospitals adequately distributed 
over the State, by bringing modern facilities into the rural areas, 
would attract physicians, nurses and technical personnel to the 
areas where the greatest need exists. 

In any program designed for improving the health of the 
people, physicians in adequate numbers are essential in the pro- 
motion of such a program. In April, 1946, there were 1079! active 
practicing physicians in the State. An accepted standard of ade- 


1 Special tabulation by The American Medical Association. 


FIGURE XII—NUMBER OF PHYSICIANS PER 10,000 POPULATION BY 
COUNTIES, SOUTH CAROLINA, 1946 
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FIGURE XIII—NUMBER OF PHYSICIANS PER 10,000 POPULATION BY 
HOSPITAL SERVICE AREAS, SOUTH CAROLINA, 1946 
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quacy of physicians is at least one physician per 1000 population. 
In South Carolina there are 1659 persons per active physician. 
In order to reach the accepted standard the number of physicians 
should be 1789, or an increase of 710 physicians. 

Figure XII shows that the greatest need for physicians exists 
in the rural areas. To improve this situation young physicians 
upon graduation should be encouraged to practice in their own 
communities. 

From 1920 to 1944, 911 physicians have graduated from the 
South Carolina Medical College. Of this number 67 per cent ? 
are practicing in the State. It might be well to consider the pos- 
sibilities of increasing the enrollment of medical students within 
the very near future. 


Figure XIII shows the number of physicians per 10,000 popu- 
lation in each district hospital service area. The Richland and 
Greenville areas have the highest physician-population ratio; 


2 Special tabulation prepared by the South Carolina Medical College. 
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whereas the Aiken and Darlington areas have the lowest ratios. 
There is a much greater variation in the physician-population 
ratio among the counties (see Appendix Table IX). The State 
as a whole has 6 physicians per 10,000 population. The accepted 
standard calls for 10 physicians per 10,000 population. 


Nurses 
Nursinc SERVICES 


The responsibility for the care of the patient in the hospital 
is the direct responsibility of the nursing department. In num- 
ber of personnel employed this department is the largest and 
the most complex of the several divisions of the hospital. It is 
responsible for furnishing sufficient and competent nursing care 
for all patients according to standards agreed upon by the medi- 
cal and nursing staffs, the administration, and governing board. 

Efficient, skillful, understanding and sympathetic persons 
must make up the nursing department. Personality, education, 
and social background of nurses are important as the nursing 
service grows more and more complex and demanding. A well 
qualified and capable director of nurses should head this de- 
partment and it should be well organized and directed. 

The head of the nursing department is responsible to the ad- 
ministrator of the hospital, as are other heads of divisions. She 
is responsible to him for the effective operation of the department. 

The nursing department in all hospitals is responsible to the 
medical staff for the care of the patient as ordered by the phy- 
sician. Regulations developed by the department and approved 
by the medical staff and administrator should govern the pro- 
cedure followed in the performance of nursing duties. 

Supervisors and staff nurses should continue their studies and 
some provision should be made to further their education. Stand- 
ards of nursing service should be adopted and maintained by all 
hospitals. 

The survey revealed a critical shortage of graduate nurses in 
the State of South Carolina. In 1941 the South Carolina Nurses 
Association conducted a survey which disclosed that South Caro- 
lina had 1 nurse for 982 population, whereas the national aver- 
age based upon 1940 population was 1 nurse for 357 population. 
Table 25 shows the number of graduate nurses who held mem- 
bership in the American Nurses Association in South Carolina in 
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1945 and the distribution of these nurses among various types of 
service, 


Table 25—Distribution of Graduate Nurses Holding Membership in 
The American Nurses Association Among Various 
Types of Services in South Carolina, 1945* 


Type of Service Number Per Cent 
Parppnbe Dic ans oe a eS RGAS akc 615 39.3 
Institutional, Including Nursing Education...... 531 33.9 
BURG FUORI cc tintescoe loans tare heute ta aula. Mi 114 1.3 
pS ET: Sat SE EC AONE NRT eDito Frnay ren My eo 3 20 1.3 
EERO: TEM, eens Mr Meme MeN Tye Tne Te 81 5,2 
CTs SC OM MPTENCCN OT er WPCA Dene, MoM EON eT Fe 80 51 
CMT AT, TP NOL icici sanhiacs sarnquicariasvandnces wipisaniccbrbinmieliica 24 1.5 
1B 1 ee, ne Oe ee SR ae RTT ane eee Pere 47 3.0 
Unknown and. not. Classified isccc.cccccsccscsdicesss census 53 3.4 
Wr) 1 a ee TRON sae Re See RM Ponce Oe 1565 100.0 


* Special tabulation by American Nurses Association. 


TRAINING OF NURSES 


It is necessary to have a training program for educating enough 
properly qualified nurses to meet the demands of the hospitals 
and the public. A training program must always endeavor to 
elevate rather than lower standards of professional excellence. 
Hospitals conducting organized schools of nursing should have 
as a basis a sound educational program. College or university 
affiliation would be preferable, but since this cannot be readily 
achieved, it would be much better for nursing schools to be con- 
ducted in the larger hospitals which have adequate financial re- 
sources. Since hospitals are large users of the product of the 
school, the hospitals are concerned with the quality of services 
which the nurses are able to render, and have a right to expect 
each professional nurse to step into any phase of nursing without 
any doubt in her mind or that of her employer as to her qualifica- 
tions and ability. 

The properly trained nurse should be skilled in surgery, op- 
erating room technique, surgical and medical nursing, pediatric 
nursing, diet theraphy, laboratory work, emergency room duties, 
and orthopedics, psychiatry, public health work, premature care, 
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obstetrics, oxygen therapy, and many other specialties. Hospitals 
have a right to expect nurses to be acquainted with the rapidly 
changing technique demanded by advancing medical science. 
Hospitals may expect nurses to give care which considers the 
preventive as well as the curative phase of nursing and the 
physical and mental aspects of a patient’s condition. 


Hospitals not having adequate clinical experiences to offer 
should not attempt to conduct a training school for nurses. Some 
hospitals have tried to justify their schools of nursing through 
affiliation with other hospitals, but lacking in the basic experi- 
ences, the system has not been effective to produce the kind of 
graduate nurses all hospitals want and need. 


Students in schools of nursing should be required to pay 
part of the cost of their education. This should relieve student 
nurses from some of their onerous service duties and give them 
more time to devote to their studies. At the same time, hospitals 
should elevate their standards and have something worthwhile 
to offer girls who are interested in nursing as a career and who 
wish further study and preparation in their field. The trend in 
nurse education is moving gradually toward a higher and higher 
standard of education which requires more of the students’ time, 
broader clinical experience, better instructions and closer super- 
vision. Clinical experience should include psychiatry, tuberculosis 
and public health nursing. 


A new experiment in nurse education is under way, and before 
long the nation as a whole may be educating two types of 
nurses, one non-professional and the other professional. The 
non-professional training will consist of a rather short course of 
from nine to twelve months, which will prepare the trainee for 
nursing the convalescent, the chronic case and the less acutely 
ill. Non-professional nursing will be supervised by the profes- 
sional nurse, whose education will be strengthened and extended 
for filling positions of nurse educator, teacher or supervisor. 
If this experiment proves successful and popular, the smaller 
schools of nursing may find it more profitable and expedient 
to give up their courses for professional nurses, and adopt the 
practical nurse program. 


States with large negro population should consider the best 
means of educating the negro nurse. 
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In a State integrated hospital system, the base hospital should 
be provided with the finances and the clinical facilities to de- 
velop into a large center of nurse education. There should be 
graduate courses for the training of head nurses and supervisors. 
Most hospitals are in need of nurses with better preparation for 
hospital responsibilities. The hospitals and the State should 
look to the base hospital for leadership in nurse education. 


In view of the fact that a substantial increase in hospital facil- 
ities in South Carolina would encounter a bottle-neck in the 
supply of trained nursing personnel, every effort should be made 
to attract people into the nursing profession. It is quite possible 
that there is a considerable number of women who would like 
to take nurses’ training, but who for one reason or another can- 
not enter as full-time students nurses. It is suggested, therefore, 
that a few hospitals in the State investigate the possibility of 
enrolling part-time students who will take a full course, but who 
will require a longer period of time to complete their training. 
Some of the outstanding members of other professions received 
their education on a part-time basis, and it may well be that the 
same would be the case in the nursing profession. 


Dentists 


According to a list of dentists published by the Division of 
Dental Health, State Board of Health of South Carolina (Ap- 
pendix Table X), there were 323 active practicing dentists in 
the State as of August, 1946. The accepted standard is one 
dentist per 2000 population, whereas South Carolina has only 
0.36 dentists per 2000 population, or one dentist for 5541 persons. 
In order to reach the accepted standard of adequacy 572 more 
dentists are needed in the State. 
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Chapter VIII 
SUMMARY 


The inventory revealed 79 hospitals in South Carolina. Those 
operated by the Federal Government, State prisons and colleges 
were not included. Of this number 61 were classified as general 
hospitals, 8 allied special, 3 nervous and mental, 6 tuberculosis, 
and one as domiciliary care. The one classified as domiciliary 
care was deleted in the tabulation of statistics. 

General hospitals constitute more than three-quarters of the 
hospitals in South Carolina, but contain only 39.9 per cent of 
the total beds. Allied and special hospitals accounted for 10.3 
per cent of the hospitals, but contain only 2.9 per cent of the total 
beds of the State. Three and eight-tenths per cent of South 
Carolina’s hospitals were operated for nervous and mental pa- 
tients; however, they accounted for slightly more than half of 
the total hospital beds for the State. Tuberculosis hospitals 
accounted for 7.7 per cent of the hospitals in the State, and 7 
per cent of the total beds. No hospitals for the treatment of 
chronic and convalescent patients were disclosed in the survey. 

The 15 district hospital service areas that were delineated in 
the State were sub-divided into 37 hospital communities. Each 
hospital community was classified according to the Federal 
Government classification, i. e., base, intermediate and rural. 

A method was established for estimating general hospital re- 
quirements for a ten year period based on population trends, 
purchasing power, and vital statistics. According to the method 
used it is estimated that 8145 beds will be required in South 
Carolina in 1957 to meet the demand for hospitalization. 

In organizing the plan for a system of hospitals adequate to 
meet the requirements of all of the people of South Carolina, 
and in making specific recommendations for the construction of 
additional facilities, it was necessary to omit hospitals that con- 
stituted fire hazards and small proprietary hospitals that were 
not suitable for expansion under Public Law 725. Of the 4484 
general hospital beds in existence, 4119 were considered to be 
acceptable for purposes of the State hospital plan. 

In making specific recommendations for counties and commu- 
nities it was necessary to take a number of factors into consid- 
eration. Some of the factors considered were: the estimated de- 
mand for hospital services in 1957, the number of beds which 
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the Federal Government would help finance, travel distances 
which might affect the use of hospital facilities, the possibility 
of people in one district or community patronizing the hospital 
in an adjoining district or community, the amount of local funds 
available or potentially available for building purposes, and the 
necessity for retaining in the State pool a sufficient number of 
unallocated beds to provide for future flexibility to meet unfore- 
seen conditions. 

The recommended integrated general hospital plan provides 
for 56 general hospitals and 14 community clinics with a total 
normal bed capacity of 6975. This would require 2856 additional 
beds to the 4119 existing acceptable beds. The bed-population 
ratio of the 6975 recommended beds would be 3.9 beds per 1000 
population (1948 civilian population). At an average occupancy 
rate of 70 per cent these hospitals would provide a total of 1,782,- 
113 patient days of service per year, or approximately one day of 
service per capita per year. This is an increase of 56 per cent 
over the number of patient days of service rendered by general 
hospitals in South Carolina in 1945. Even after this plan has 
been put into effect South Carolina will still rank below many 
other states in the amount of hospital facilities per capita. 

At the time this report is being written there is available no 
clear and definite ruling on the question of whether and to what 
extent hospital beds allowed in community under Public Law 
725, but not allocated to that community by the State construc- 
tion agency, will be allowed to. revert to the State pool for 
allocation to any community in which they appear to be needed. 
If all such beds go into the State pool, these recommendations 
will result in a pool of 1,290 beds. On the other hand, if all 
such beds must be “earmarked” for the particular hospital com- 
munities in which they would be placed if beds were allocated 
strictly according to the Federal formula, the State pool will 
amount to 719 beds, with 571 additional beds “earmarked” for 
certain specific counties or communities. 

The integrated hospital plan for general hospitals presented 
in this report is a workable systematic arrangement of hospitals. 
It embraces a framework composed of a base hospital, district 
hospitals, community hospitals, and several community clinics. 

Generally the rural areas have the least number of acceptable 
and recommended beds per 1000 population. On the other 
hand, the percentages of recommended increase in acceptable 
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beds are higher for the rural area than for the urban areas. 
There are 2.3 existing acceptable beds per 1000 population in 
South Carolina. It is recommended that this ratio be increased 
to 3.9 beds per 1000 population. 


Travel distance is the major determining factor in the selec- 
tion of hospitals for the acutely ill. At the present in some 
rural areas, it is necessary to travel more than thirty miles to 
reach hospital facilities. The geographical distribution of gen- 
eral hospitals has been improved considerably in the integrated 
hospital plan. 


Of the eight existing allied special hospitals in the State, only 
four are considered to be acceptable. If the orthopedic and 
venereal disease hospitals are expanded, they should be expanded 
on a statewide basis and the beds should be allotted from the 
State pool. Other types of allied hospitals are not recommended 
because these patients can be treated in a general hospital. No 
separate facilities are recommended for the care of chronic and 
convalescent patients at this time, but the general hospital should 
make provision for the care of this type of patient. 


There are three hospitals for nervous and mental patients in 
South Carolina. The 1945 statistics disclosed a normal bed 
capacity of 4038 in all of these institutions. On the basis of the 
minimum standard of five beds per 1000 population, South Caro- 
lina should have a total of 8948 beds. 


There are six hospitals in South Carolina for tubercular pa- 
tients. These hospitals have a total bed capacity of 903 beds, 
549 beds for white patients and 354 for negroes. On the basis 
of a minimum requirement of 214 times the average annual 
number of deaths from tuberculosis in the State over the four 
year period from 1940 to 1944, inclusive, the State should have 
1875 beds for tuberculosis, and most of these should be for the 
treatment of negro patients. 

In April, 1946, there were 1079 active practicing physicians 
in the State. An accepted standard of adequacy of physicians is 
at least one physician per 1000 population. In South Carolina 
there are 1659 persons per active physician. In order to reach 
the accepted standard the number of physicians should be 1789, 
or an increase of 710 physicians. 

The survey revealed a critical shortage of graduate nurses in 
the State. In 1941 the South Carolina Nurses Association con- 
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ducted a survey which disclosed that South Carolina had one 
nurse for 982 persons, whereas the national average based upon 
1940 population was one nurse for 357 persons. 

Schools of nursing should be strengthened, and unless hospi- 
tals can offer clinical experience to meet acceptable standards, 
they should not operate as schools of nursing. The standard for 
the training of nurses in the State should be revised and ele- 
vated to the point where all hospitals conducting schools of 
nursing would produce well qualified professional nurses. 

There were 323 active practicing dentists in the State as of 
August, 1946. The accepted standard is one dentist per 2000 
population, whereas South Carolina has only 0.36 dentists per 
2000 population, or one dentist for 5541 persons. In order to 
reach the accepted standard of adequacy 572 more dentists are 
needed in the State. 
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APPENDIX A 
SUMMARY OF THE HOSPITAL SURVEY AND CONSTITUTION ACT 


(An interpretation of the Act and of regulations pursuant thereto, by the Hospital 
Facilities Division, U. S. Public Health Service, Federal Security Agency, Washington, D. C.) 


Purpose: The purpose of this Act is to provide Federal as- 
sistance to the States to the end that “the necessary physical 
facilities for furnishing adequate hospital, clinic, and similar 
services to all their people” will be attained. Federal grants-in- 
aid are authorized to assist the States: 


1. To determine their hospital and public health center needs 
through Statewide surveys. 


2. To develop State-wide programs for construction of facilities 
needed to supplement existing facilities. 


3. To construct facilities which are thus determined to be neces- 
sary, and which are in conformity with the construction pro- 
gram constituting the approved State-wide plan. 


“Hospital” Broadly Defined: The kinds of facilities which 
may be constructed under this program include: 


1. Hospitals—general, tuberculosis, mental, chronic disease, 
and other types, except those furnishing primarily domiciliary 
care. These include public and other non-profit hospitals. The 
latter term means any hospital owned and operated by a cor- 
poration or association, no part of the net earnings of which in- 
ures, or may lawfully inure, to the benefit of any private share- 
holder or individual. 


2. Public health centers—which are defined to mean a pub- 
licly owned facility for the provision of public health services, 
the scope of which would be a matter of State law. 


3. Related facilities—which in the case of a hospital, could 
include laboratories, out-patient departments, nurses’ homes and 
teaching facilities, and central service facilities operated in con- 
nection with the hospital. In the case of a public health center, 
related facilities would include laboratories, clinics, and admini- 
strative offices operated in connection with the center. 


“Construction” Defined: As used in this Act, the term “con- 
struction” is also broadly defined to include: 
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1. Construction of new buildings. 
2. Expansion, remodeling, and alteration of existing buildings. 


3. Initial equipment of any such new or existing buildings, 
including architects’ fees. 


Specifically excluded are the cost of off-site improvements and, 
except with respect to public health centers, the cost of the ac- 
quisition of land. The “cost of construction” means the amount 
found necessary by the Surgeon General for the construction of 
a project. 

Administration: The Federal administration of this program 
is the responsibility of the Surgeon General of the Public Health 
Service in the Federal Security Agency. He has the advice and 
assistance of a Federal Hospital Council with which he is re- 
quired to consult in administering this Act. The Council con- 
sists of the Surgeon General as chairman, and of 8 members 
appointed by the Federal Security Administrator. Of the 8 
appointed members, 4 are persons who are outstanding in the 
fields pertaining to hospital and health activities, and 3 of these 
4 are authorities in matters relating to the operation of hos- 
pitals. The other 4 members represent the consumers of hospital 
service and are familiar with the need for hospital services in 
urban or rural areas. 

The Council has the responsibility of approving the Surgeon 
General’s general regulations governing State hospital construc- 
tion plans. The Council would also be the body to which an 
appeal could be taken by States whose State plans are disap- 
proved by the Surgeon General. The decision of the Council will 
be final in such appeals. The Council’s other functions are 
advisory. 


SURVEYS AND PLANNING 


Appropriation: The Act authorizes the appropriation of 


$3,000,000 in order to assist the States to survey their needs for 
hospital and related facilities and to develop programs for the 
construction of additional hospitals, public health centers, and 
related facilities. 


State Applications: In order to qualify for a Federal grant 
for such surveying and planning purposes, a State must have 
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an application approved by the Surgeon General. He is required 
to approve any application which complies with these conditions: 


1. It must designate a single State agency to conduct the sur- 
vey and planning, and make such reports as the Surgeon Gen- 
eral may require. 

2. It must provide for a State advisory council which must 
include “representatives of non-government groups, and of 
state agencies, concerned with the operation, construction, or 
utilization of hospitals, including representatives of the con- 
sumers of hospital services.” 

3. It must provide for making an inventory and survey of 
existing and needed hospital and related facilities and for de- 
veloping a construction program. 

Allotments and Payments to States: The funds which are ap- 
propriated by Congress for such surveys and planning will be 
alloted among the States on a population basis. No State, how- 
ever, may be alloted less than $10,000, within their allotments 
the States which have approved applications will be entitled to 
neceive 33-1/3 per cent of their expenditures in carrying out 
these survey and planning functions. 


CONSTRUCTION OF HOSPITALS AND RELATED FACILITIES 


Appropriation: The Act authorizes the appropriation of 
$75,000,000 for each of the 5 fiscal years beginning July Ist, 1946, 
in order to assist the States in the construction of needed public 
and other non-profit hospitals, public health centers, and related 
facilities. Funds to pay 33-1/3 per cent of the cost are available 
from the Federal allotment to the State... . 

State Plans: In order to obtain Federal funds for the con- 
struction of hospitals under this bill, a State is required to formu- 
late and have approved by the Surgeon General a State plan. 
Such State plan must: 


1. Designate a single State agency to administer or supervise 
the administration of the plan. 

2. Demonstrate that the State agency so designated will have 
the necessary authority to carry out the plan. 

3. Provide for a State advisory council to consult with the 
State agency in carrying out the plan. 
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4, Set forth a hospital construction program based on a State- 
wide inventory of existing hospitals and survey of need which 
conforms to the regulations promulgated by the Surgeon Gen- 
eral. 

5. Set forth the relative need for the individual projects in- 
cluded in the plan, and provide for their construction (insofar 
as financial resources available for construction and for mainte- 
nance and operation permit) in the order of relative needed de- 
termined in accordance with regulations prescribed by the Sur- 
geon General. 

6. Provide such methods of administration of the State plan, 
including establishment and maintenance of personnel stand- 
ards on a merit basis, as the Surgeon General by regulations 
requires, except that he may exercise no authority with respect 
to the selection, tenure of office, or compensation of persons em- 
ployed by the State agency. 


7. Provide minimum standards for the maintenance and opera- 
tion of hospitals which receive Federal aid under the plan. This 
would be a matter entirely for determination by the respective 
States. Each State must, prior to July 1, 1948, enact legislation 
establishing minimum standards for the maintenance and opera- 
tion of hospitals which shall have received aid under this Act. 
Any State failing to enact such legislation will be deprived of 
further allotments under this bill. 


8. Provide for affording to applicants for a construction proj- 
ect an opportunity for hearing before the State agency. 

9. Submit reports and information required by the Surgeon 
General. 


10. Provide for the review by the State agency of the construc- 
tion program contained in the plan and submit modification 
which it considers necessary to the Surgeon General. 


The Surgeon General is required to approve any State plan 
which complies with the above conditions. In any case in which 
the Surgeon General disapproves a plan, the Federal Hospital 
Council must afford the State agency an opportunity for a hear- 
ing. If the Council determines that the State plan complies with 
such requirements, the Surgeon General must approve the plan. 


95 


APPENDIX B—TABLES 


APPENDIX TABLE |.—GENERAL HOSPITALS IN SOUTH CAROLINA, 1945 


Type of Normal Bed 
County City Name of Hospital Ownership Capacity 
Abbeville Abbeville Abbeville County Memorial .......... Besse CGY 38 
Aiken Aiken Aiken. County <c2% 2008's. ailucanasis< saine t's Ow. 63 
Anderson Anderson Anderson County Hosp. Assn. ........ a ecc NEA 152 
Anderson Saint Me FU. « cayatd cqatheees seiwesnsuhlesss. DRA 30 
Pelzer Pelzer Clinic ......sis<s ih ste tate atic ast o:s'o, aPC 6 
Beaufort Beaufort Beaufort County .... meaccee COM 42 
Berkeley Moncks Corner Berkeley County ............. fie went see GON 54 
Charleston Charleston Baker Memorial Sanatorium ............ Pees) a 63 
Charleston POGUGT TIORDIEG! (ds Gclcis csc cs asinesccuwe css NPA 475 
Charleston St. Francis Xavier Infirmary ............... NPA li 
Charleston Hosp. & Training School For Nurses waenoe NPA 24 
Cherokee Gaffney Cherokee County ............ dianiiwer Sess. Gov. 48 
Chester Chester Pryor Heahitab vcs . nite leeds aaa Mees NBA: 50 
Colleton Walterboro Charles EsDorn .........<- Sek EMeesegease GOV. 34 
Darlington Hartsville Byerly Hospital ....... Sissel ca Ev saGRet ees DIBA 14 
Dillon Dillon Saint Eugene ............. Se dnd eeicaaite sie's NPA 41 
Dorchester Summerville Dorchester County ............... ie hae Gov. 50 
Fairfield Winnsboro McCanta;Hespital: jiicicciei i. sxe visice’s ae ACE Prop 10 
Florence Florence The McLeod Infirmary ............ 195 
Florence Saunders Memorial ............... 72 
Lake City The Whitehead Infrmary .................- 13 
Greenville Greenville Greenville General Hosp., Inc. 294 
Greenville Saint rancis: ..... ioortes . svtecas 115 
Greenville Working Benevolent Society . 22 
Travelers Rest Coleman Hospital ............ OR okies 22 
Travelers Rest Gaston Hospital .......... De nm hcatieeadecna Prop 20 
Slater Wood Memorial Olini¢ ...oc.<ccccccccaceses Prop a 
Greenwood Greenwood Greenwood Hospital Assn. .............0-. NPA 85 
Greenwood POWER CLORPNERE Foe cdicccaccieeaccccadeeses NPA 28 
Horry Conway Conway Hospital, Inc. ............ naen wai NPA 65 
Jasper Ridgeland Ridgeland Hospital ............. Baeren eins NPA 38 
Kershaw Camden RRINCLENS  PROSPUUIEL 2s case wing dea ves tcc aiaice.cie a NPA 66 
Lancaster Lancaster Marion Simms Memorial Hosp. ............ NPA 55 
Laurens Laurens Baurene COuUsty  .ccccscesceesdccs Sree oe Gov. 59 
Clinton PemGere IORMIEGD oS gs cates cds <aisecne can eouee Prop 17 
Marion Mullins Mullins Hospital ............ Po eee Haceec Gov. 63 
Mullins James L. Martin Hospital . Faves avenewates + Prop 25 
Marlboro Bennettsville Marlboro County General.............s..+8- NPA 74 
Newberry Newberry DOMUCIEY OOUMUY. cocncsccdecvutdhccescaveds NPA 26 
Newberry Peoples Hospital 6 cocc cccucescccceseds Paves NEA 17 
Oconee Seneca WOOMOR COBH denne tune cllce daca dkae wesc NPA 35 
Orangeburg Orangeburg PRE OGHNGE fi ackdie treet a cscscessedsTideucss Gov. 112 
Pickens Six Mile fe MR RMIREIBG oa cb ss cenviste ved UWacees coeeees NPA 25 
Richland Columbia Columbia Hosp. of Richland Co. .......... Gov. 445 
Columbia Good. Samaritati- Waverly ccccccsciccvesses NPA 70 
Columbia PYOVIGONCE: couse ceccaes gine Anlateiaiceisia cide sleele'es NPA 96 
Columbia e+ Cys ING) ocwaiee wees Di ecouss an eeaned NPA 109 
Spartanburg Spartanburg Spartanburg General ........... pale wtb aeesio.s Gov. 297 
Spartanburg Mary Black Memorial ................see0- NPA 52 
Woodruff Workman Memorial Hospital .............. Prop 13 
Sumter Sumter pg: gag * 17) 27) | SR ee NPA 150 
Union Union Wallace Thompson Hospital ............ aa OV: 26 
Union Wrson  COmMUONIGy ia 6 coi cec vse s ccdeseacses NPA 18 
Williamsburg Kingstree Kelly Memorial Hospital .................+ NPA 55 
Hemingway Johnson Memorial Hospital ............... Prop 51 
York Rock Hill TC OHMART. Ga cies Whe bers sae wcaia' eco dia 0 arate: e0 Gov. 719 
Rock Hill Wa WME soa oe alers:sigid Kcr: @ha gh «wie wacis See NPA 50 
Rock Hill Dualan Hospital cs. d.ceccesccdeecss Wesdens Prop i 
York— Divine: Saviour. Hospital. cc. dscccccsses NPA 26 


The following thirteen counties have no hospitals: 
Allendale, Bamberg, Barnwell, Calhoun, Chesterfield, Clarendon, 
Hampton, Lee, Lexington, McCormick, Saluda. 


The Florence Williams Hospital at Georgetown and the Jones Hospital located at Bates- 
burg were not included in this table because of their limited amount of service rendered. 


Edgefield, Georgetown 


County 


Florence 
Greenville 


Orangeburg 
Richland 


Charleston 
Florence 


Greenville 
Richland 


Spartanburg 


Laurens 
Richland 
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APPENDIX TABLE II.—SPECIAL HOSPITALS, SOUTH CAROLINA, 1945 


City 


Florence 
Florence 
Greenville 
Greenville 
Greenville 
Orangeburg 
Columbia 
Columbia 


Charleston 
Florence 


Greenville 
Columbia 
State Park 
Spartanburg 


Clinton 
Columbia 
Columbia 


Type of 

Name of Hospital Ownership 
Allied Special Hospitals 
S. C. Public Health Hosp. ....... Cente. Hee 
S. ©. Home for Crippled Children .. - Gov. 
Dr. Jervey’s Private Hospital ......... Prop. 
Shriners’ Hosp. for Crippled Children . NPA 
Maternity Shelter Hosp., Inc. NPA 
Urological Institute: iiss esse obeeceseess Gov. 
The Moore Olinie’ ti 5. ob sid h ROU. ae Prop. 
Deloach Sanatorium: «.. pss c csi seceek ecu Prop. 
Tuberculosis Hospitals 
Pinehaven Sanatorium .........scsceceseeee Gov. 
Florence-Darlington Tuberculosis 
0 « RDALOPUI: « bnsnnie Ue Obamas dete Tabet oan Gov. 
Greenville Tuberculosis Sanatorium ...... Gov. 
Ridgewood Tuberculosis Camp ............. NPA 
8; 'C.-Sanateriam’: . fis Teese Oi. ei Gor, 
Spartanburg Tuberculosis Hosp. ......... . Gov. 
Nervous & Mental Institutions 

State Training School ....... Sb He slskisd sicee Gov. 
S. ©. State Hospital ..... atk sev  eeee Gov. 
Waverly Sanatorium, Inc. ............ hi Saw il Prop. 


Normal 
Type of Bed 
Serv. Capacity 
VD 150 
Orth. 45 
EEN&T— 9 
Orth. 60 
Mat. 31 
Urology 10 
Orth 16 


TB 64 
TB 67 
TB 
TB 72 
TB 
TB 
N&M 686 
N&M 3312 
N&M 30 
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APPENDIX TABLE IV.—DENSITY OF POPULATION BY COUNTIES, SOUTH CAROLINA, 1943 


Population 
*1943 Estimated **Land Area in per 
COUNTY Civilian Population Square Miles Square Mile 

RUBE VINIG cs se ahogwaes we Fates pas Paitin a sie hepoiie Sika 18,376 509 36.1 
ICON site eae piacainies Se nS ERR GAMO 4 Me eas vakex Cems Se cme 46,108 1,097 42.0 
Avlendale.. 5.4 scaeeds es debed sbi .kesl.ens'seaikee ie eects 11,115 418 26.6 
AROGTSOUL  caaabas es keaowe Ka dn dna pimaine DAES abe ee 76,566 T7716 98.7 
BAM pcacusuniss0ceatghoat sacce cduecas ty wineeo ee 15, 395 39.3 
Barnwell: cases abaebo date Tho ake Che 0e casein aeeiitie's b 16,001 553 28.9 
BIOAULOIG ioscan: kins naw e's 00 Gel Rea AEE Kins ascas va YR Ee 22, 672 33.1 
BOPEGIOY ios caseas ccs saee SA. SS RPA ae 24,471 1,214 20.2 
OAIBOUN |) siessac cece cecemuts sieges cieessds cekmab oe 13,452 34.6 
CHANISRCON | 50's5isn0 ct aawdte ae oe bee as SPT eae 161,819 945 171.2 
CHENGRGR: aiiiucsaseves ale FREES ee bs Kies ceaca ated hse 28, 394 73.1 
MOMDIUOE ds oieiicl aiiiacsbeedhocudeus-p sans sbdeet esse 27,305 585 46.7 
PTA ORIG 6 'sink aad ss AMR ase Keacle Sioa eetinS 6508 30,596 793 38.6 
BUTTON sins. aoih 0: 506: Adee, aus eave, oibinse ed meal doe b wis Baca 26,184 694 37.7 
OREN sco kava shud beeee bebauateareae eth core were 24,652 1,048 23.5 
PPAGLIN ETON, 6 6.cikies 00s cetuice nace st> sims nameceae csp 41,853 545 76.8 
PION abi pans 5s 6.0 SATE SA cach oi VETERE Ee or 26,410 407 64.9 
PIOPOMORCED os sies c5's soc Rudin tee bance a Ot keds 6 ass oes 20,676 569 36.3 
POM BEON RSs wiein'cn nua 00s dg a paca dee mat Lea inion 15,446 481 32.1 
WGIGOIGD cc cscs cvees cadsmene bate de oWehs vet sRaae caee 20,606 699 29.5 
PAOPENCE <4 is scvabecads Geode ets sat Ges ae co nebaeb obese 64,809 805 80.5 
ASOT ORO WN 5 gas idiiiciels sc doles © hes Sateen ls vale Mbaseciouic 25,697 813 31.6 
MSPEGHVIILG! 3h viscssb wane de eae oes aea Miveca Rees assire 140,362 789 177.9 
Greenwo00d ..secoccsecee ppinteie s Susteeeasn «Paani s 55’ 37,043 458 80.9 
AGNI COIL 5, Wiesina'o; acy. 4.0's on dad:s oH ee app wiete Piso ativin-6 6:06. 672 562 27.9 
LOIS © chan beso 450 ORS Gaadias den Oca Tame eens 48,230 1,152 41.9 
GORDO: 5 cdea sackets oases 08 Babee aumeeeTtR Veen Tene 8,686 78 15.0 
RGSUAW  Soncasve vous saeoibees cies UemREN ET ROR b ees Cen 34,812 786 44.3 
DGRGRBUGE isis wkini's s,s 54:ancs gags ae sles Ewe aha Sa cas 22,4382 504 44.5 
TGUEOUE .. Sis cecdinvassscdianh coe ORde sagen al tebesed a 36,446 713 51.1 
DLBGH cncassnaheaWe bas on Ruakscaeesades MAO a hates souk 18,363 409 44.9 
LORI GUON | sasisccccctide tuts dedeawes debeseeen as adede 35, 762 716 49.9 
MOGRMIMOK = icihevuseedepotetets dis Re oedibeeeeeee 199 403 19.8 
MERION: shwsc atid sega ticteain ds « bhemans cee tets Aaa 27,503 480 57.3 
MOP ORO ai 0ss hb ncek ee o es by ao Se Oeetasanpiaee sane 29, 482 60.3 
INGWUGTEY ais can desiadidunseivocedesdsecachanseeusae 29, 63 46.5 
MOBGRED: | c0x0:0s cake oi Gade N sess ae Gee eens teem yee 30,959 670 46.2 
OP AG RODGERS a iiss ss wc binde cu o4.04 5 Gh ales Seniesa seeaictt am 58,397 1,120 52.1 
PAGHGOS. 25.6 svcwcsaceass des cases thiduscsessatesteee Oka 948 501 67.8 
MICHIANG ici 5cavcdavatbovswecess combcced ares Sah. dhl 748 156.7 
DAIUGR © s5aibca camels men aecawasab ees Ato «edie Cunent 13,900 442 31.4 
SPATTANDULG | sc ciins sven ge Ge We om Me cd vitae s.5-aige me Bien Ue 121,475 830 146.4 
UEIIGER 20 6.0. csids io cina.c cde MNES Oe ces oboe sn gue eae 49,165 71.4 
RIOD: 6 niciedncccccw nasi eM Oe besh's cb écns cabana 4 515 48.0 
WALIRINSDUTE soc onic oboe ccs EER, SE. Ta Sy e re 34,207 931 36.7 
MOQ esses keer AaeNibnbe sarees be cgessucenene eats 55,357 685. 80.8 

OLAL cawekeussbenet\es suche deoaseeeeeeeuNe 1,789,662 30,594 58.5 


* 1943 Estimated Civilian Population of the United States, Bureau of The Census. 
** 16th Census of the United States, 1940, Bureau of The Census. 
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APPENDIX TABLE V.—EFFECTIVE BUYING POWER, BY COUNTIES, SOUTH CAROLINA, 
1945 


Per Cent Income 
1943 Estimated *Net Income (Dollars Income per Per Capita of 


COUNTY Civilian Pop. in Thousands) Capita State Average 
i ee eee ieee ite Se eee ee eee reer ee 
RMeING conta cces VocaniME ES. Ot $9,335 $508.0 77.2 
yo --- 46,108 25,521 553.5 84.1 
Allendale 11,115 00K 450.3 68.4 
Anderson . 76,566 53,190 694.7 105.6 
Bamberg . 15,505 9,375 604.6 91.9 
Barnwell .. 16,001 9,950 621.8 
Beaufort . 22,215 10,333 465.1 70.7 
Berkeley .. 24,471 6,953 284.1 4 
Calhoun .. 13,452 6,701 498.1 15.7 
Charleston .. 161,819 128,492 794.0 120.7 
Cherokee 28,820 14,754 511.9 77.8 
@hester~ ....dsaci 27,305 16,983 622.0 94.5 
Chesterfield ......... 30,596 16,085 525.7 79.9 

Se ae 26,184 10,404 397.3 60.4 
BNR ee sea ewaneiaca 24,652 11,100 450.3 68.4 
RETIREE ETE onc Gece’ coe woe a 41,853 25,178 601.6 91.4 
fT EE pape Se a 26,410 12,665 479.6 72.9 
Dorchester ........... reer 20,676 8,618 416.8 63.3 
Edgefield ....... Mee eicecs a - 15,446 7,366 476.9 72.5 
PIECE ns Ree Webs bcs ae 20,606 9,697 470.6 TL.5 
Florence .......... seetevsegy 64,809 50,507 779.3 118.4 
GCORRetOWN | ise ce ss. c cece «25,697 14,7383 573.3 87.1 
RCRRVINIC. ab faiiscccecsce +. 140,362 135,956 968.6 147.2 
RIMPCHINOOE vice cosets ac ocus 37,043 31,908 861.4 180.9 
BPATRMON,.. iid o hin cares nesines wag 672 7,467 476.5 72.4 
NEN ad ales QUAN alaS «9400.0 08's 230 27,156 563.1 85.6 
OE aia an aC URE Wes 50's ee a oe 686 2,816 49.3 
PECUOOO occ ceGidivsccccesscs 34,812 14,542 417.7 63.5 
RIGUIMEREOE «ole Bee cass oss ce 432 15,097 673.0 102.3 
en Seaeede ss ccs Ss os 36,446 22, 629.6— 95.7 

CM Pel data akg Mae Bie a vies «a ne 18,363 9,859 536.9 81.6 
SN EEUOEE. octets weet aininia a's 0 ne 35,762 16,327 456.5 69.4 
MRCOOTNMOCK. | ceVeistecccccccd \ 7,997 3,098 387.4 58.9 

EMERG cuss aden Seah s sa0<%0 00 x 15,813 575.0 87.4 
RIOR s ie aS voce nec cdd 3 16,681 573.8 87.2 
Newberry ..... 7 Se j 5 17,518 598.2 90.9 
PRMCO. eas c:dec dines maine 30,959 14, 478.8 72.8 
OFANGEDUTE occ cccccsces vitae ies 31,888 546.1 83.0 
PICECEEMeditrcrnscencoweerne 33,948 x 527.6 80.2 
CMO a Let Ode eve cswendt 117,175 95,835 817.9 124.3 
Saluda ....... Us ike 60 warche 13, 6,236 448.6 68.2 
el ihe 121,475 TTL 895.4 136.1 
oS ne 5 eee ecae 49,165 29,607 602.2 91.5 
(UMN Taceicdcmendace cess os ee 735 19,244 778.0 118.2 
L DLGEET TD) 13,098 382.9 58.2 

Mav eueiee pr cae Wewerd «és ee 55,357 40,103 724.4 110.1 

OE a sec csceeed . 1,789,662 $1,177,649 $658.0 100.0 


= ras 1946, Sales Management Survey of Buying Power. Further reproduction not 
icen: 7 


100 


APPENDIX TABLE VI.—POPULATION TRENDS BY COUNTIES, AND SERVICE AREAS, 


SOUTH CAROLINA 


COUNTIES BY SERVICE POPULATION e" Estimated 
AREAS 1920 1930 1940 1943* 1957 
1. Charlest Maceoanes neweaas 108,450 101,050 121,105 161,819 179.976 
Béfkeley es ables coos 22,058 22,236 27,128 24,471 27,25. 
Dorchester ....cvescccces -. __ 19,459 18,956 19,928 20,676 23, 
Bree TOtel ss sicsevate oases 150,467 142,242 168,161 206,966 230,252 
BS, QamecOn: sos) anse bbtievions> = 25,821 26,268 24,652 27,041 
Hampton . 17,243 17,465 ,672 17,189 
RRODOE csi osncyaommnee snes 9,988 11,011 8,686 9,524 
Beaufort ... 21,815 22,087 22,215 309 
Area Total 74,867 76,781 71,225 78,063 
3. Georgetown 21,788 26,352 25,697 40,653 
Williamsburg 34,914 41,011 207 30,543 
Area Total 56,652 67,363 59,904 71,196 
My ERIBOGS cies Hah ehe9 804/06 61,027 70.582 64,809 309 
PIN cca oedaventes WES) 29,625 26,410 34,349 
MEMBOM: ©: news suiedin FGmespiclnisis 27,221 30,107 7,503 » 760 
ECE ORES OEY ORE 39,376 51,951 48,230 62,706 
Area Total 153,357 182,265 166,952 217,124 
5, Orangeburg 63,864 63,707 58,397 60,568 
Calhoun . 16,707 16,229 18,452 14,002 
Bamberg .. 19,410 643 505 16,080 
Barnwell .... 21,221 20,138 16,001 16,591 
Allendale ..... 18,294 ___ 18,040 1,05 520 
Area Total 184,496 131,757 114,470 118,761 
Ge NUE ae sels ne oP a viaie's e's 43,040 45,902 52,463 49,165 55,457 
Rr Die y diese d 24,096 24,908 363 20,745 
Clarendon 30,036 31,500 26,184 29,531 
Area Total 100,034 108,871 93,712 105,783 
Ti ARNO. sainiske amin bute aisiep at 47,403 49,916 46,108 49,962 
Edgefield 326 17,894 15,446 16,689 
Area Total 66,729 67,810 61,554 66,651 
8. Richland 87,667 104,843 117,175 137,275 
Lexington . 36,4 994 762 41,934 
Fairfield 23, 24,187 , 606 24,116 
Kershaw «+. 29,398 ___ 32,070 32,913 34,812 40,763 
rea: Total. .ssidskiseess cee 170,355 179,518 197,937 208,355 244,088 
9; Mariinirton © 4 Bit hei encee 39,126 41,427 45,198 41,853 49,142 
DOALIDONO. 6sb- dc sB eee divans 33,180 31,634 38, 071 128 
Giiekterfield? i HGeee'eseee's ___ 31,969 304 35, 30,596 35,891 
Oy ee 104,275 107,395 114,442 101,520 119,161 
POS MBM DOTY... ccdiwetinw sex sase 35,552 34,681 33,577 29,283 29,724 
Saluda 22,088 
Area Total 
11. York 
Chester 
Lancaster 
Area Total 
12. Greenwood 36,078 40,083 37,043 38,898 
Abbeville PY) 22,931 18,376 19,342 
McCormick 11,471 10,367 7,997 8,411 
Area Total 70,872 73,381 63,416 66,651 
13. Anderson 80,949 12 76,566 95,390 
Oconee 33,368 36,512 30,959 223 
Pickens ..... 709 37,111 33,948 38,610 
Area Total 148,026 162,335 141,473 176,223 
14. Greenville 117,009 136,580 140,362 179,635 
SMP OUG | 56 ihc e kWh cae aen eos i, 44,185 36,446 46,577 
Area Total 159,103 180,765 176,808 226,212 
15. Spartanburg 116,323 127,733 121,475 150,749 
Cherokee 201 33,290 28,820 35,789 
WOM sodas eau ace eas can 30,920 31,360 y 30,636 
Area Total 179,444 192,383 175,030 217,124 
STATE. TOTAL.» .¢ss00 P 1,788,765 1,899,804 1,789,662 2,106,500 


* Estimated Civilian Population, 1943, by the Bureau of Census, Dept. of Commerce. 


101 


APPENDIX TABLE VII.—ACCEPTABLE AND RECOMMENDED GENERAL HOSPITAL BEDS 
PER 1,000 POPULATION—BY HOSPITAL COMMUNITIES AND DISTRICT 
HOSPITAL SERVICE AREAS, SOUTH CAROLINA 
(Based on 1943 Estimated Civilian Population) 


COUNTIES BY HOSPITAL ACCEPTABLE BEDS RECOMMENDED BEDS 

Area COMMUNITIES AND Per 1,000 Per 1,000 

No. SERVICE AREAS Number Population Number Population 
Bo Gharleston cccacceccccs Sigidcciesscces Gee 4.0 1,000 6.2 
Berkeley ..... SAREE = Oty ePenrer 54 2.2 60 2.5 
SOM ee oc ncnUateasccrseeces 50 2.4 50 2.4 
rea Total. 523. 6635 See Ts 3.6 1,110 5.4 
2. Colleton, Hampton .......:ce0e. guza 0 0 150 3.7 
Me, “SIOGIMNOEE. o.lcckisehicseceeeees 80 2.6 80 2.6 
RG OMA he BOn sr suncceeeess as nende es 80 it 230 3.2 
3. Georgetown .......... RGREEE TERE LEAS 0 0 100 3.9 
ETO eee See Cree ee eee ey eedees 106 3.1 106 3.1 
Area Total 106 18 206 3.4 
4. Florence .. 267 4.1 350 5.4 
Dillon 41 1.6 65 2.5 
Marion Sas 63 2.3 100 3.6 
NE. wig daar on sca CCMA Maan s candinces 65 13 150 3.1 
NM: SO ee ra ans a's eR OERIN Soe 84,c.06 436 2.6 665 4.0 
5. Orangeburg, Bamberg Calhoun ..... 122 1.4 276 3.2 
Barnwell, “Allendale <2. ccccecccscce 0 0 60 2.2 
ee EOQERE is pigibaccadakOancawadeens 122 11 336 2.9 
Wie MeN PEGE! Oooo chs ccc nenaxc seu cece 150 2.2 250 3.7 
EE eR oe 5 0 0 50 1.9 
NE ROME Sores ccs. ea ihe acaw <eeieesia ys 150 1.6 300 3.2 
Wer mame, THAGONEIG 6. cccccecsccccence aa J 1.0 181 2.9 
___ Area Total ........ssseeeeeeeeees ree 10 181 2.9 
Se TOMO: eke ikcucseeonusivee aadce ve cens 650 5.5 780 6.7 
MRIMEOIE SAG bcG avec ccviveddhccecaeste 0 0 81 2.3 
LS a een aa 0 0 50 2.4 
PRCNMN ECs ecw sin cceterthacdeceees 66 19 106 3.0 
NEED BOUL © Fo nclc eeess caclaumavasess «oe 716 3.4 1,017 4.9 
9. Darlington ..... ae ae hice 74 1.8 181 3.1 
POON Gebu ay neeea WelelnGeeed cecbiece’ 74 2.5 100 3.4 
MMEDEEONG «cs ésecscocdeessccsstececs 0 0 56 1.8 
MOREE Sc rele oa Dead debe ce < sine vas 148 1.5 287 "2.8 
a Newherry,  Balnds. ...ccsciiscccccoccs 26 0.6 116 2.7 
J Gl) Se eee Wanaa hs 26 0.6 116 2.7 
ONE cena cecxceracditowss aeaxeddv eras 155 2.8 230 4.2 
aacacecaadeadhphaeccaas cess 50 1.8 100 3.7 
HOGG vidce Crvreereverereseesseons 55 2.5 55 2.5 
UE ROME wt civ senceesectadareise. 260 2.5 385 3.7 
A EEIINIMMES Kain baieals wen clsieue nscob.ee te 113 3.1 178 4.8 
Abbeville, McCormick 38 1.4 56 2.1 
Area Total 151 2.4 234 3.7 
13. Anderson . 182 2.4 306 4.0 
Oconee 35 11 106 3.4 
Pickens 0 bate 100 2.9 
Area Total 217 15 512 3.6 
Me EROMIUID: “vbavedsecarceens tixaees sce 400 2.9 659 4.7 
IEE Nh eae a rin a 6X ane davnaceed eee 59 16 _ 1% 3.4 
IE Sasi sc ineaisiieves bs asnees 468 2.6 784 “ha 
We IGECATIOE ES a vcccsncccdsacedsenesewe Pee 2.9 452 3.7 
RIO aa cs ih wetedadesnidiecenewess 48 5 He | 100 3.5 
IIE eRe eivsveewedddaeetsloestedecs 26 yy! 60 2.4 
NG SOME Sk cvadadedeseesatdncasivese 423 2.4 612 3.5 
MEAP COP Ae picceciescccscecse. 4119 2.3 6,975 3.9 
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APPENDIX TABLE VIII.—HOSPITALS CONDUCTING NURSING SCHOOLS, 
SOUTH CAROLINA, 1945 


No. of 

Normal Bed Students 

County City Name of Hospital Capacity Enrolled 
Anderson Anderson Anderson County Hospital Assn. ....... - 152 15 
Charleston Charleston ROPEP—PLOSDILAD,, ses rciajiese ws sive euiew sn meees paren (58 152 
Charleston. St. Francis Xavier Infirmary ...... pe i 64 
Florence Florence ThesMagneod INArmmaty: oc.cccssateaves secs 195 98 
Greenville Greenville Greenville General, Inc. ..........cceceee0s 294 123 
Kershaw Camden CamdansHospital-sgwee se cccesceseetet aes 66 33 
Marion Mullins Mullins Hospital .......... eeecanreoteeres 63 16 
Orangeburg Orangeburg Tri-County Hospital’ ......5...c506s SEERA I 42 
Richland Columbia Columbia Hosp. of Richland Co........... 445 166 
Columbia 8. -@sBaptist Hompitaa—, v.sscsccnehasss ces 80 
Columbia Good Samaritan Waverly Hosp. 56 
Columbia S. C. State Hospital 16 


Spartanburg Spartanburg Spartanburg General .... 84 

Spartanburg Mary Black Memorial Hospital i 27 
Sumter Sumter Toumey.. Hospital 5 sisinsccncces ge bes 45 
York Rock Hill York County Hospital ...... ochemahs cass 56 
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APPENDIX TABLE IX.—NUMBER OF PHYSICIANS BY COUNTIES, 
SOUTH CAROLINA, 1946* 


Estimated Total No. : 
County Civilian Specialists General of Active Physicians per 
Population 1943 Practitioner Physicians 10,000 Pop. 

ABBEVIME ie ccs ccc cusses 18,376 4 10 14 ie 
BU oe aiinas Gaccbewke. 46,108 7 14 21 4.6 
APICNGAIG Fe oie oc cisie caissae 11,115 1 3 4 3.6 
BUGCTEOR, f00+ cccceccsces 76,566 26 22 48 6.3 
IMIBCIGE da ves ceccaccccs 15,505 2 8 10 6.4 
OIUWOLEY sie ccd eccacss ce 16,001 3 5 8 5.0 
ORIOL tne xecaccccuces 22,215 t 7 8 3.6 
GERGIOUS avi ecaccakeccies 24,471 1 5 6 2.5 
GOD ee aoc cece cccsces 13,452 A 3 3 2.2 
CHAPICREGR  eocecccaseee 161,819 59 52 111 6.9 
GIR OG een ccc wilaveeaces 28,820 6 4 10 3.5 
WROHIOE F gicis oxi ciccesce 27,305 5 pa 16 5.9 
Chesterfield c.cccciccsece 30,596 sad 12 12 3.9 
CH OTST G Ge a 26,184 as 8 8 331 
COMCLONs os eiccsvsccsccas 24,652 (ii 8 15 6.1 
BPRS EES COIS) 2 iccincccssaee 41,853 2 13 15 3.6 
PIION | gous dc beckceceus 26,410 3 9 12 4.5 
BMIWCHGSEEE, ©. . cc'e6s a sjaces's 20,676 1 T 8 3.9 
AORN Sao. diccckcuce 15,446 . 3 4 2.6 
WPGC decadence cacdaws i 2 4 6 2.9 
UOPCNCGe Ge cc ccscccceves 64,809 21 34 55 8.5 
Georgetown .....cececes 25,697 2 8 10 3.9 
GreCnVille | 6... cescccece 140,362 56 5d 111 7.9 
Greenwood .......se00. 8 14 22 5.9 
MIIDCOH fs cisisveccecane 15,672 2 yi 9 5.7 
ES ie Senn eb saiecc ewes 48,230 9 6 15 Fe 
MMIIOR aes as ca cciscaes 8,686 oF 1 b 1.2 
OE ga dd cake cia 34,812 6 9 15 4.3 
ERMCABCEE in vase ccaccesice 22,432 5 6 11 4.9 
UNCED Beis dceccécaccese 36, 446 1 14 25 6.9 
BO clan tadvcicdeecsiaews 18,363 e 8 8 4.4 
EO@EMGbGH © soci scccwcces 35,762 4 T i 3.1 
MCOOrmick secccccccces 7,997 ee 4 4 5.0 
EO, de Fin inies eccicaace 27,503 8 11 19 6.9 
MOSINOLG. pe ci ccsicccccces 29,071 + 11— 15 5.2 
INQUIIOEDS te ou ccacccccces 29,283 5 5 15 20 6.8 
QONNEE ao tcccvieedecsiaves 30,959 5 10 15— 4.8 
OFANSeEDUTE «6 ecsccccces 58,397 8 24 32 5.5 
PICK ONS Sie ascvesseceess 33,948 5 10 15 4.4 
PICHIA oo ccccctcccetes 117,175 79 62 141 12.0 
PME oes cas ccaccccence 13,900 1 4 5 3.6 
Spartan oo ccseccess 121,475 35 49 84 6.9 
BUMIOEE Sigilcccsctecacens 49,165 15 14 29 5.9 
MEENN ec Gens wee chic wee’ 24,735 3 10 13 5.3 
Williamsburg ........ e- 84,207 5 14 19 5.6 
00 2 a 55,357 14 22 36 6.5 

OPEL cnneerades ve 1,789,662 442 637 1079 6.0 


* Special Tabulation of The American Medical Association, April 1, 1946. 


Physicians employed in institutions, interns, residents and physicians retired or not in 
practice are not included in this table. 


104 


APPENDIX TABLE X.—NUMBER OF DENTISTS BY COUNTIES, SOUTH CAROLINA, 1946 


*Number of Active 


**Dentists per 10,000 


COUNTY Dentists Population 
Abbeville ....... PARED RD SIN os HENNE DeWiELgbibldinle se tis'ee se aoda 
BIER 0 ves vveeses Diino he aN Tlb as bret erelble iweb ernminrsioneietnate iereiete eibiarenre 
WULORUALS . os ecawiee se wavccs vine EAC CARN Sa LS apttieleka hE eke won 
ATIGETBON csosecdeUetwers ss seegeves b dees deeeloees dis cis wb Ale Be 
Bamberg... 6isc64s ETUeeelecoever teen FECES Ie ee ibweiie etwhies 
Barnwell | .sscitsseses eerie wees venues Hecate hab oman Re they 
BOGGLES cen seveseeeaieewsssnswest agrees it's Suave Si setae ees 
Berkeley ..... suleeipes es bubinivanee SWa Us ueee ese ue amen heleses ve 
Oalhow. sos. i vas sobs vie ed vibe obese GME s 000 Te ee aoa 
MODATCRTON 6 $40) seas éaceaccc he Siac eh Keweev sous WeiNie esis i 
OUEFONEG Hs cnc cecliee clN sibs sce 50700 bib 8 vieS poe EWES Ga loilp latin say 
QUEM. sis cteuees heb cccrceumeerpees ORE ie dame oe ene 
Chesterfield ........scee0. ee ee TL TTY i ae mee 
LAPEROT 55s ccsisuienies coco oka cam pawecule Chive cele Dinewie eee 
Oolleton .ccachaces Sands e cauiesawe spp se ce cs ceeees Pauw ihitew 
Darlington: ..cideveres Wests a's Badong ve Bede PR ea hha vison 
PIUIOR. oy he dsc seit arate ivictelalb oo sbetou dm waataloks YAU aia iil sca tials : 
TROT ORGNEGD : su sidelines oz xs cies ccethepee oetees has es areola 
WIGCOHOUD 5 ccbs¥suned bons eieeaseen Me GT Papas ers) ke ” 
PRTG ai b0d 6s0n0e peabeaneaene Re eee eee peegavemenan eka 
PIORCUOS coset ccseey PP Roel na Papa ie bsvideeGnGapaessRewiae's 


SEAR. oS ccich is Kidebendeneumoeerecceereeaewuhane 
Greenville ......... ed A's binide wipe. ola eanie oie hea 

Greenwood ......... Re leiarateuptaiacs pie nee is aaa 

PAAR 14s 50s bee dnak Ose acories bine 
ERO Ma vc du sia ba bie Mb anne SCA SRS MME UTA ecbicbe ocpae tWeunee ee S 
SAME aS 6-5 c's wi gC URan Bie vied Gt MSc RE WAL pe duis Amb Te eaue lee 
PANO hs he eid ec eRw STEAM SN SENS UDO EEN EMD MOTE CoRR TONE eS 


CAML 3 69.53 s tama nc dc kacav ea ewueKy snekoee = Hane Prien 
PICKOUS, isis civcva cea on ES CN edd SE ERU FESS CoS DCRR OAR eae 


MORE Oe sere ha ck se egee ane nem bs Stee CK PERC aN eae saebak ce 


Py PER PNR EERE PROP PROMS SPPEPNNOP ERNE PENSSSPPEREr 
Cl ONOOW HON MOURTWOHAIOCNARANRBHORNUAIHRORANMIHRYROMNOINHS 


* Division of Dental Health, State Board of Health of South Carolina. 
Revised list of South Carolina Dentists August 1, 1946 


** Based on 1943 estimated civilian population. 


Dentists retired and dentists in armed service were not included in this compilation. 
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